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Program of Buffalo Conference 
Keyed to Four Wartime Topics 


the American Hospital Association is being 

planned with great care in order that every 
session may assist those who attend in meeting the 
many problems which are arising as a result of 
these times. 


Te program of the second War Conference of 


The arrangement of sessions this year will be 
somewhat different from those of the past. Mon- 
day, Tuesday, Wednesday and Thursday after- 
noons will be reserved for the large general ses- 
sions. Speakers for these are to be the officials 
responsible for the various government programs 
in the particular department to be covered. There 
will also be hospital superintendents covering 
those aspects of each problem that are particu- 
larly the responsibility of the hospital. 


The first general session will open on Monday 
afternoon with a discussion of “Hospital Materials 
and the War.” There will be speakers on conserva- 
tion and simplification of materials, the rationing 
of food, an estimate of the prospective food supply, 
and the rationing of other materials. Each after- 
noon session will lead to a panel discussion with 
questions from the floor. 


The subject for discussion Tuesday afternoon 
will be “Manpower and the War.” The present 
problem of hospitals will be presented and dis- 
cussed by those in authority at it is affected by the 
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shortage of physicians, nurses, other workers, and 
the use of volunteers. 


Wednesday afternoon will be devoted to con- 
sideration of “Hospital Finances and the War.” 
There will be a speaker of national authority who 
will give some forecast of the economic situation. 
Capital financing programs, both voluntary and 
from public resources, will be discussed. The cur- 
rent financing of hospital care by government will 
be presented as well as the voluntary program of 
financing hospital care. 


The Thursday afternoon session will be devoted 
to “Postwar Hospital Planning.” It will cover pub- 
lic health aspects, physical plant, nursing, govern- 
ment facilities and rehabilitation. 


On Tuesday, Wednesday and Thursday morn- 
ings there will be sectional meetings, six being 
planned for each morning. Excellent chairmen 
have been selected for each, and they are develop- 
ing programs which will deal primarily with prob- 
lems created by the war. Sections now planned 
cover these subjects: 


Tuesday: purchasing and accounting, tubercu- 
losis hospitals, children’s hospitals, public hospi- 
tals, small hospitals, trustees; ‘Wednesday: per- 
sonnel and business management, nurses, social 
service, out-patient department, hospital service; 
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Thursday: dietary, medical records, pharmacy, 
construction and maintenance, small hospitals 
round table, doctors. 


The president’s session will be held Monday 
evening. Tuesday evening is planned not only for 
those who attend the conference from other cities, 
but for trustees, employees and volunteer workers 
from the Buffalo area. Hospital activities in the 
United Nations will be discussed on Wednesday 
evening. The annual dinner and dance, informal, 
will be held Thursday evening. Friday morning 
the usual round table will be conducted. 


The House of Delegates will meet on Sunday 
morning, September 12, being called by the presi- 
dent for 9:30 a.m. They will hold another session 
Tuesday evening, and a final session Wednesday 
afternoon following the general session. The 
Wednesday afternoon meeting of the House will 
also be an assembly of the membership. Very im- 
portant problems affecting the future of the Asso- 
ciation will be considered by the House of Dele- 
gates. 


The Board of Trustees of this Association has 
given very careful thought to planning this War- 
time Conference. This meeting is being held after 
careful consideration by the trustees. It is their 
firm belief that the problems facing hospitals and 
the opportunities for discussion and the dissemina- 
tion of information to those who attend are of 
sufficient importance to the operation of hospitals 
as to warrant this gathering. 


Every effort is being made to plan the meeting 
so as to interfere as little as possible with wartime 
transportation. A large number of exhibitors have 
indicated their intention to be on hand for con- 
sultation and advice at the auditorium. They have 
been requested to cooperate with the office of De- 
fense Transportation by reducing and simplifying 
their exhibits. 


An opportunity to hear at this conference the 
latest information on problems facing hospitals is 
well worth the attendance of all members of the 
Association. Members planning to attend should 
make hotel and rail reservations at the earliest 
possible date. 





a 


Nurse Anesthetists’ Program 


This year the American Association of Nurse 
Anesthetists will streamline its annual convention 
program to a one-day meting, Monday, September 
13, 1943, due to extreme personnel shortages in 
civilian hospitals. 


It is the eleventh annual meeting of the associa- 
tion, and will take place at the Buffalo Memorial 
Auditorium, Buffalo, New York, concurrent with 
the meeting of the American Hospital Association, 
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which convenes September 13 through September 
17. Association headquarters will be at the Buffalo 
Hotel. 


Mrs. Rosalie McDonald, president of the associa- 
tion, will preside at all meetings beginning with 
an important business session on Monday morning. 
In the afternoon there will be a round table dis- 
cussion on a subject of paramount importance, 
“Ways and means of meeting the present acute 
shortages of nurse anesthetists in civilian hospi- 
tals.” Other problems to be discussed will include 
those of an organizational, educational and scien- 
tific nature. 


The meeting will conclude with an informal din- 
ner session at the Hotel Statler, at which Earle 
Mahoney, M.D., assistant professor of surgery, 
School of Medicine and Dentistry of the University 
of Rochester, will speak on “The Prevention and 
Treatment of Shock.” 





a 
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College of Administrators 


The celebration of the tenth anniversary of the 
founding of the American College of Hospital Ad- 
ministrators will be the general theme for the pro- 
gram when college members convene at the Statler 
Hotel in Buffalo in September. Registration will 
start on Saturday, September 11, and continue 
through Sunday. The board of regents will hold its 
first meeting Saturday noon followed by an execu- 
tive committee meeting. 


At the formal ceremony of convocation on Sun- 
day afternoon, fellowship and membership will 
be conferred on approximately sixty candidates; 
about thirty will receive the designation of nomi- 
nee. At this time also honorary fellowship is con- 
ferred on one or more individuals who have given 
distinguished service in the hospital or its related 
fields. 


Chester I. Barnard, president of the United Serv- 
ice Organization and president of the New Jersey 
Bell Telephone Company, will address the mem- 
bership at the annual banquet Sunday evening. Im- 
mediately after the banquet is the president recep- 
tion, at which time officers of the college and hon- 
ored guests will be presented to the newly inducted 
fellows and members. 


This year the general business session has been 
transferred to Monday morning along with the 
educational program. 


Officers for the coming year and five new re- 
gents will be named, and Joseph G. Norby will 
surrender the office of president to Dr. Robert H. 
Bishop, Jr., for the year 1944. The college program 
will close with meetings of the new board of re- 
gents and the new executive committee. 
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JAMES A. HAMILTON 


President, American Hospital Association 


fortune to have extensive contacts with the 

membership of the American Hospital As- 
sociation in all sections of the country. Moreover, 
it has been possible for me during this same period 
to devote an unusual amount of time to the affairs 
of the Association in an attempt to help it meet its 
responsibilities. 


Part of this time and some effort have gone into 
ascertaining more clearly what it is that members 
expect of their Association, and what communities 
and governments require of the Association—to 
the end that it will develop the potency it needs 
to aid the local hospital. In addition, much time 
has been spent in studying the detailed operation 
of officers, trustees, councils and the headquarters 
staff in their endeavors to meet their own special 
responsibilities. 


[or the past two years it has been my good 


Many of you have shown your appreciation and 
given us helpful suggestions for improvement. 
Therefore, I gather sufficient courage and take the 
liberty of discussing our situation frankly with 
you. 


Some time ago, your trustees, concerned with 
your suggestions, appointed a special Committee 
on Association Resources. Soon the trustees are to 
present to you, on the recommendation of this 
committee, proposals for action at the Buffalo War 
Conference. In the meantime, these proposals 
should have your most earnest consideration and 
objective judgment, for these recommendations 
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bear significantly not only on the Association’s 
welfare, but also on the future of your individual 
hospitals. ’ 

In 1937, on the recommendation of the Com- 
mittee on Membership Structure and Association 
Relations, in collaboration with the Committee on 
Constitution and By-Laws, the American Hospital 
Association adopted significant changes in its 
policy-making and operational organization struc- 
ture, in the amount and method of assessing dues, 
and in the relationships with regional, state and 
provincial associations. 


These revisions stimulated the Association to 
greater achievements than had been secured dur- 
ing any previous period. Yet, as a member of that 
committee, I do not believe that we have come 
anywhere near approaching the goals, which were 
envisioned by those thinkers and which have been 
within the power of the hospitals to achieve. 


True, the institutional membership has increased 
approximately 68 per cent since 1937. Yet the num- 
ber of institutions not in our membership is still 
the larger and the assistance which we have given 
to state associations in membership efforts have 
been archaic and dilatory when they are measured 
with modern methods in other fields. Moreover, 
the same eternal cycle presents itself: If we do a 
better job in giving more service, we gather more 
membership, and if we gather more membership, 
we can do a better job in giving more service. This 
cycle can be overcome only by those within it, if 
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they make the extra effort required to do the job 
more effectively. In addition, success breeds suc- 
cess. Surely, there is no time in which the need is 
greater and the opportunity more favorable. 


It is correct that the correlation of the activities 
by means of the Coordinating Committee and the 
councils has been exceptional as compared to the 
chaotic condition previous to 1937. It is remarkable 
that these councils have developed so many manu- 
als and studies in spite of very rigid restrictions 
and serious handicaps. Moreover, it is impressive 
to review in the Transactions the responsibilities 
and the number of committees under each council. 
Together with the elected officers and the head- 
quarters staff, these councils and committees bear 
the entire responsibility for the advancement of 
the work of the Association. Yet, the officers are 
elected on an annual basis. Council and committee 
chairmen are often continued for a longer period. 


However, all of these members are busy hospital 
executives. The time which they give to your As- 
sociation is in addition to meeting the heavy de- 
mands of their own hospitals. They are making 
this contribution for the improvement of hospital 
practice and receive their satisfaction out of ac- 
complishment. 


The Association offers little service to the coun- 
cil and to committee chairmen. Funds available for 
traveling expenses do not permit 10 per cent of 
the committees to meet during a given year. The 
councils, which coordinate the activities of the 
committees, do not have resources to meet more 
than once or, in a very few instances, twice a year. 
All clerical work incident to committee activities 
must be performed by the committee members be- 
cause the central office has barely enough resources 
to do more than publish some of the reports. As a 
result projects which are very badly needed by 
the hospitals of the country are delayed many 
months and sometimes never survive changing 
officials. 


Information Flow is Meagre 


Again the 1937 committee envisioned a steady 
flow of information between the councils and com- 
mittees of the national body and those of regional 
and state associations. This actually takes place in 
a very meagre manner, so that the hospitals of the 
country are deprived of excellent material devel- 
oped and remaining in a given locality. 


Also it was conceived in 1937 that each council 
would have a full-time secretary to carry on the 
spade work so necessary in such projects and to 
furnish the stimulus to the otherwise busy com- 
mittee members. To date only one of these coun- 
cils, namely, the Council on Government Relations, 
has a full-time secretary and he has been secured 
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only recently and on a temporary basis as director 
of the Washington Service Bureau. 


The Washington Service Bureau is a good ex- 
ample of what can be done. There a full-time per- 
son, bringing to his position experience as a hos- 
pital administrator, has in a few short months 
learned to know many of the officials who are from 
day to day shaping the policies which vitally affect 
us in the daily care of the patients in our hospitals. 

This bureau has already added materially to the 
stature of your Association. More vitally it has 
been of real assistance in protecting the interests 
of hospitals even as the government moves with 
unusual speed to meet the shortages of material 
and manpower created by the war. 


Post-War Work for Bureau 


The Washington Bureau would have been a 
much more effective agency had it been function- 
ing for a number of years. There is much work to 
be done and regular representation of your Asso- 
ciation in the councils with the government is of 
vital necessity at this time. There is every reason 
to believe that such a bureau will have even 
greater significance during the post-war period, 
when undoubtedly there will be a more active 
partnership between hospitals and the govern- 
ment. 


When the bureau was established, those respon- 
sible for its formation realized that it must be set 
in motion rapidly. There was not sufficient time, 
nor background of experience, to provide revenue 
through the usual channel of dues. The relatively 
small income of the Association could not be 
stretched to cover this additional expense—hence 
the voluntary contributions. 


Laudable as has been the response to the request 
for such contributions, there are many in our mem- 
bership who rightfully feel that this is not the best 
way of financing our activities, that the bureau 
should be continued and that it should be financed 
within our regular membership dues. Of course 
this means that these dues would have to be prac- 
tically doubled to accomplish this purpose. 


Without attempting to go through the activities 
of every council which would be helped by a per- 
manent full-time force, think of what might be 
done in the Council on Hospital Planning and Plant 
Operation, for example. Probably no single effort 
by the hospital organization could bring such im- 
provement in hospital standards in this country as 
the proper planning of new hospital construction. 


There is need for a full-time research project in 
Association headquarters, assembling blueprints, 
construction details, standard specifications on 
special departments of hospitals, standard plans 
for small hospitals. The personnel of this section 
would not in any way take the place of hospital 
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- architects or consultants, but would serve as a 
clearing house for the accumulation of all pertinent 
data in regard to the physical plant of the hospital, 

. extending this service not only to new construction 
but offering information for hospitals which must 
rebuild older quarters and maintain their physical 
plants. Add to this the opportunity of calling in for 
consultation, on a very low fee basis, the full-time 
secretary of the Council on Administrative Prac- 
tice or Professional Practice to help you deal with 
unusual administrative and professional problems. 


Association Development 


Then, too, think of what should be already tak- 
ing place in the Council on Association Develop- 
ment. Undoubtedly the strong associations in large 
states where they can employ full-time executives 
have demonstrated the value of a strong organiza- 
tion and they are functioning with exceptional 
success. Your national Association is necessary 
even to such organizations. Yet how much more 
could be done by the parent association in 
strengthening the activities of a great many state 
associations by helping them in program building, 
by affording guidance to their ever-changing of- 
ficers, and by a traveling secretary to be called 
upon to straighten out snarls which inevitably 
arise even in the mechanism of our relationships, 
and which now are prolonged for long periods of 
time by the natural confusion of letter writing. 


Only one who has currently attempted to satisfy 
the demands of the government for information, 
as well as to answer the many vital questions pro- 
posed by members of state associations, can fully 
appreciate how exceedingly pitiful is the informa- 
tion which is available in our central headquarters 
on contemporary significant matters. We are al- 
most wholly dependent on statistics gathered by 
others. Your officers have been able to secure in 
Washington nearly all the things which are vitally 
necessary for the continuance of the operation 
of your institutions. It has been done in spite of an 
inability to produce vital statistics to demonstrate 
clearly the extent and acuteness of the problems 
involved. This has been accomplished only by un- 
usual effort in direct competition with a number 
of other agencies much more adequately equipped 
than we in this regard. 


Time after time, as one traveled from one sec- 
tion of the country to another, it was apparent that 
vital information was being collected in a given 
state or region which would be of considerable 
value to hospitals in other states, but none of this 
material was finding its way to the central office 
nor was the central office properly equipped to 
handle it in such a manner as to disseminate it to 
other sections. Therefore much duplication of ef- 
fort was occurring in some other locality equally 
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earnest in its endeavor to find similar facts. Such 
a situation cannot be called anything but de- 
plorable. 


It is necessary to spend but a short time in the 
central headquarters office to appreciate fully that 
even the quantity of the most routine demands 
made by hospitals upon this office far exceeds the 
opportunity for the headquarters personnel to sat- 
isfy them, except with a less than proper quality 
of results in spite of many hours of constant over- 
time. To continue such a situation is neither good 
nor wholesome. 


It is increasingly apparent that if hospitals in- 
dividually are to continue to serve the public ef- 
fectively, the people of this country must under- 
stand their significance as an agency of public 
health and their altruistic aims. This requires a 
public education program of considerable magni- 
tude. 


At the present time, the Association has a budget 
of $2500 a year for such public education. Even 
though the Hospital Service Plan Commission has 
been generous in the development of a semblance 
of a program, the total project must be considered 
amateurish by any organized group. Many another 
industry, of much less significance to the country 
—if measured either, in terms of capital invest- 
ment, yearly expenditure, number of employees, 
or by their essential character to the health and 
wealth of the people of the country—has a pro- 
gram infinitely better than our own. 


There is little doubt that the Association should 
have a public education program which utilizes all 
modern tools of public education, such as news- 
papers, magazines, radio, and the movies. Such a 
nation-wide program, including assistance for local 
programs, requires skilled manpower and radically 
increased funds. . 


Library Falls Short 

Educational activities of the Association largely 
revolve around the Bacon Library. Founded over 
twenty years ago, the library has at the present 
time less than 20 per cent of the number of per- 
sonnel which it utilized in the early years of its 
operation. It hardly begins to scratch even the sur- 
face of the tremendous opportunity for service in 
the compilation and distribution of package li- 
braries to assist us in improving the manage- 
ment of our hospitals. Why, the clipping serv- 
ice, so vital to such libraries, is at least five years 
behind! It is obvious the present status of the po- 
tentially valuable library service falls short of 
what any one of us would consider to be a mini- 
mum level. 


HOSPITALS, the official journal, is merely a 
child in the Association’s activities. Until recently 
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it has been an “orphan” child published by a head- 
quarters staff already burdened with many other 
duties. Although no other monthly hospital journal 
carries half the pointed information, much remains 
to be done before it can fully realize the potential 
value of the best editorial practice and become a 
truly cogent educational medium for the entire 
membership. 


. The new and augmented staff gives much prom- 
ise in bringing this about as well as increasing the 
income from advertisements. However, for several 
years its increased income must be ploughed back 
into improvements in the magazine. Thus, as the 
official journal, this magazine can retain a fearless 
editorial policy in no way influenced except for the 
betterment of hospitals. 


Were there space available, I would like to write 
of the further efforts we should be expending in 
developing plans for the post-war period of adjust- 
ment. Let it suffice for this message to have men- 
tioned merely the most pressing unmet needs of 
the immediate past and the present. 


If sufficient manpower were secured and a 
limited program of activities undertaken to at- 
tempt to meet these needs, it is the opinion of your 
committee and your trustees that in addition to the 
present income a sum of at least $200,000 would be 
required annually and that it should be secured by 
an increase in dues. 


The financing of associations such as ours is 
usually based on the conception that its income 
shall be secured from membership dues and hence 
nearly all of it shall be returned currently to the 
membership in the form of service with very little 
reserve for unusual contingencies. 


Financial Structure Wrong 


Two undesirable features dominate our financial 
structure; first, its scantiness when compared with 
either the job to be done or with the budgets of 
other health and social organizations; second, the 
dependency for a large portion of our income upon 
the will of others outside our membership. 


Our budget for 1942 was merely $135,000. I have 
been expressing the comparison with unmet needs. 
Compared with other national health and social 
agencies, we are seriously below all and pitifully 
below those of any significance. The annual budget 
of the American Medical Association is $1,600,000, 
for one example. If our membership dues were in 
the same ratio as most other agencies supported by 
community chests, we would have dues ten times 
our present schedule. 


Disregarding the income from advertising, which 
is now required entirely to maintain HOSPITALS, 
30 per cent of our income is from convention ex- 
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hibits. Grateful as we are for this assistance, to 
the firms in hospital industries, this proportion is 
not wholesome. Take the experience of the present 
year as an example of one major problem such a 
condition creates. The budgets for all the councils 
had to be cut to one-third of their normal expendi- 
tures because of the uncertainty of holding a con- 
vention and hence any income from exhibitors. 
No long-time vitally effective program can be con- 
ducted on that sort of financing. 


See Need of Dues Increase 


Hence your Resources Committee, Coordinating 
Committee, and Board of Trustees have unani- 
mously agreed to propose and recommend to you 
that the dues be substantially increased to cope 
with the unmet needs and to stabilize the financing 
of our program; that greater effort be exerted in 
the development of special projects of value to 
our membership which could be presented to 
foundations and hospital industries with a request 
for their financial support; and that careful thought 
be given to the selection of future convention cities 
to the end of stabilizing the income from conven- 
tion exhibits. 


Your official family is proud of the accomplish- 
ments of your Association during the past year. 
However, we are also crestfallen, on behalf of the 
Association, when we realize what could be done 
for hospitals if we had been organized to do so. 


Some of you (I fear I am one) may say this 
should have been done long ago. Let us be re- 
minded that sincere democratic deliberation, char- 
acteristic of an organization such as ours, usually 
does not move until the obvious is assured. In spite 
of our impatience, we would not have it otherwise, 
because we believe in voluntarism and sustained 


-progress. 


Some of you may say that the Association should 
not move so far nor so fast. Let us remember the 
words of Robert Hillyer to his son: “My genera- 
tion, nurtured on the pleasant illusion of a static 
world—that wasn’t—woke with a start, both world 
and vision gone—.” The first sign of dry rot in 
social organizations is fear of change. 


Progressive hospital administrators have re- 
peatedly made these suggested changes. I firmly 
believe that the time has now come for us to act. 
The American Hospital Association should expand 
its program, taking advantage of the opportunity 
of the times to function for hospitals, not only in 
meeting the present demands and in improving 
hospital administration, but in achieving the place 
in the national picture which it is expected to as- 
sume. By that I mean, the leading role in shaping a 
program looking towards the best hospital care for 
the people of this country. 
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BUFFALO 
BOUND 


Conferees 

To Find 

A City Proud 
Of Its Sights, 
Traditions 
And Climate 


The Auditorium at Buffalo, where the Forty-Fifth Convention of the American Hos- 


J, H. D. SMITH 


N THE fall of 1937, a New York City actor wrote a 
letter to a friend in Buffalo, but instead of writ- 
ing the word, Buffalo, on the envelope along with 

the friend’s name and street address, he merely 
drew a picture of a buffalo. He dropped the en- 
velope in a Broadway letter box, but in ten days 
it was returned to him, unclaimed, and post- 
marked: Red Dog, Nebraska. 


That story in some ways typifies Buffalo’s diffi- 
culty with its name. Of course, the first settlement 
was located on the banks of Buffalo Creek at the 
point where that waterway flows into the Niagara 
River, but how the name came to be applied to 
Buffalo Creek is still a mystery. The origin of Buf- 
falo’s name was the subject of learned papers as 
long as 75 years ago, and little light has been shed 
on the matter since. The city had been named 
New Amsterdam, but the name, Buffalo, proved 
more popular and that appellation stuck. 


There is a theory that Buffalo Creek was so 
named because bisons, erroneously called buf- 
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pital Association Convenes Next Month 


faloes, visited the salt licks in the vicinity. For a 
number of years the city’s name was spelled Buf- 
faloe, but the Buffalo Gazette, founded in 1811, 
quickly put a stop to that insult to orthography 
with a series of satirical articles poking fun at the 
use of the final e. One day the Gazette said: 


“Buf—there’s your Buf; fa—there’s your Buffa; 
lo—there’s your Buffalo; e—there’s your Buf- 
falo-e.” 


Once Buffalo started going under its right name, 
it got along much better. True, there were only 
2000 residents in the city in 1820; but a century 
later, in 1920, there were 506,775. When the federal 
census takers counted heads three years ago, they 
found 575,901 of them in the city. And since the 
war industries moved in, the population has gone 
far beyond that mark. 

It is a tribute to Buffalo that its inhabitants are 
inclined to remain in it. No city would be easier 
to leave, as far as transportation is concerned, just 
as none is easier to reach. Buffalo is the second 
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largest railroad center in the country, with thir- 
teen trunk line roads providing service; it is on 
the main line of the nation’s important airlines; it 
is the center of an excellent network of express 
motor highways leading to all parts of the country, 
and luxurious lake steamers plying the Great 
Lakes are accessible from May to November. It is 
at the gateway to Canada, and within 500 miles of 
it are 60 per cent of the population of the United 
States and 70 per cent of the population of Canada. 


The climate is one reason why Buffalonians like 
the city—its cool summers and better still its de- 
lightful autumns. September and October almost 
invariably are charming months. The southwest 
winds blowing off Lake Erie modify the summer 
heat and subdue the cold of winter. Water radi- 
ates heat and cold more slowly than land, and 
early frosts in autumn are almost unknown in 
Buffalo. Compared to many other cities nearby, 
Buffalo has “June weather” all summer; in winter 
its has fewer than three days of below zero tem- 
perature. 


A City of Trees 


With that type of climate, trees and tree-lined 
parkways might be viewed as superfluous; yet 
Buffalo has enough trees to keep myriad Kilmers 
singing. It has 350,000 trees. Looking at the city 
from a high spot downtown, like City Hall Tower, 
one might assume that the pioneers of this area 
forgot their axes. Scores of streets have their green 
Gothic arches overhead. Notable are Delaware Ave- 
nue and North Street. The park system consists of 
a chain of parks with a total area of 2296 acres en- 
circling the city, all connected by boulevards and 
drives. The largest is Delaware Park of 365 acres, 
including Park Lake with an area of 46 acres. 


Buffalo is not a hilly city, but there is nothing 
flat about it either. The modern city extends north- 
ward from Buffalo Creek along the Niagara River 
and eastward on a plateau between 50 and 80 feet 
above the lake and 620 feet above sea level, a factor 
making possible Niagara Falls. Buffalo can boast 
a 50 per cent ratio of single family homes, a large 
percentage of which are owned by the occupants. 
It is a healthful city because of its high elevation, 
the temperate climate, the excellent drainage and 
the good water supply. Those who are unfortunate 
and fall ill need not worry, as the city is regarded 
as a major medical center. 


The Memorial Auditorium in which convention 
sessions of the American Hospital Association are 
to he held, is one of the newest, and the most 
modern convention buildings in America. It is al- 
most in the heart of the downtown section, across 
the street from the Lackawanna and Lehigh Rail- 
road stations and within two blocks of the termi- 
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Fort Niagara, Built in 1726, Where the River Joins Lake 
Ontario 


nals of the great passenger steamers of the Great 
Lakes. 


The auditorium, built as a monument to the 
city’s war dead, was dedicated in 1940. In the main 
area and exhibition hall are 102,000 square feet of 
floor space. The main arena seats more than 14,000 
persons, the assembly hall 2200 and six conference 
rooms have seating capacities of at least 240 each. 
The auditorium has a public address system, mod- 
ern equipment throughout, and the lighting and 
ventilation are superb. 


The city is known not only as the Queen City 
of the Lakes but also as the City of Good Neigh- 
bors. Evidences of the spirit and the attitude of 
the citizens which merited the latter characteriza- 
tion are to be found everywhere. Buffalo is noted 
for complete, modern hotel facilities providing 
every comfort and convenience and the rates are 
graduated to fit every pocketbook. Hotel managers 
and personnel are aware of Buffalo’s preeminence 
as a convention city and they are eager to make 
delegates feel at home and to have them remem- 
ber Buffalo as a city of genuine hospitality and 
friendliness. 


A Cultural Center, Too 


While Buffalo is rightly thought of as a great 
port and an outstanding industrial and manufac- 
turing city, it also must be looked upon as one 
whose culture has expressed itself in respect- 
commanding achievements. Its appreciation of 
music brought into being Kleinhans Music Hall, 
made possible by a million dollar bequest. In a 
beautiful setting in a residential district not far 
from downtown, it is impressive in its architec- 
tural simplicity. The main auditorium seats 2500 
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Air View of the Famous Peace Bridge Which Joins The 
United States and Canada 


and the Mary Seaton Kleinhans room for concerts 
and lectures has a capacity of 500. 

The Albright Art Gallery of white marble in 
Grecian design is widely known for its sculpture 
collection of which the modern group is the finest 
in the United States. In its permanent collection 
are outstanding French paintings, while the Room 
of Contemporary Art, for which works may be 
bought from living artists, places the gallery in 
the forefront among American museums. 


The Buffalo Zoological Garden is noted for the 
largest single animal building in the United States, 
the finest reptile house in the world, as attested 
by Frank Buck, the noted animal trapper, and the 
only colony of captive moose in the United States. 
H. V. Morton, whose “In Search Of” books are 
more numerous than the “Inside” books of John 
Gunther, once said he never saw contented African 
animals in a zoo until he visited Buffalo, but con- 
tentment in modern zoos is measured by whether 
the inhabitants care to raise families. In the Buf- 
falo Zoo, every potential mother in the small ani- 
mal and lion houses reared a family in 1942. 


Museum of Science 


The Buffalo Museum of Science, built by the city 
at the cost of $1,000,000 and completed in 1929, con- 
tains collections valued at more than that amount. 
It has the distinction of being the first museum in 
the world to work with children and to present 
exhibitions that tell a continuous story of man’s 
scientific knowledge and the first to devote halls 
exclusively to physics, chemistry, astronomy and 
public health. It pioneered in adult museum educa- 
tion. 


Exhibits in the museum reflect Buffalo’s and 
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Western New York’s rich geological history. The 
Niagara Gorge, extending from the falls to Lewis- 
town, and the Eighteen Mile Creek, abound in 
fossils. In the Eighteen Mile Creek was found the 
head of a denichthys, a fish that modern anglers 
would avoid; it was 20 feet long. One may view a 
mastodon exhibit showing likenesses of animals 
that tramped this region 5000 years ago. Each year 
in or near Buffalo, teeth of these animals are 
found; a few years ago, an almost complete skele- 
ton was discovered near Chautauqua Lake. Nearer 
downtown Buffalo, in the quarry at Main Street 
and Fillmore Avenue, are found many remains of 
scorpions. Western New York rests on a kind of 
geological omelet; there the Devonian and Silurian 
and Ordivician and even the Carboniferous periods 
appear at the surface; this means the area is rich 
in deposits of great value, including the beautiful 
Medina sandstone of which many Buffalo buildings 
are made; marl used for treating soil and for 
plaster, gypsum, and Manlius limestone. 


Wealth of Libraries 


The city has a wealth of libraries; the Grosvenor 
Library is the fourth largest reference library in 
the United States, offering facilities for research 
and scholarly investigation in medicine, genealogy, 
history and commerce, among other fields. The 
Buffalo Public Library ‘has fifteen branches and 
maintains 1500 classroom libraries in public and 
parochial schools. In 1942 it loaned out 2,389,910 
volumes. 

The Buffalo Historical Museum, founded in 1862, 
had as its first president Millard Fillmore, the 
thirteenth president of the United States. It boasts 
50,000 volumes rich in source material of the 
Niagara region. Notable collections of Iroquoian 
archeology and ethnology are to be found in the 
building. 

Public buildings of note include the $7,000,000 
City Hall facing Niagara Square, the United States 
Court House and the State Building. Among finan- 
cial, commercial and office buildings are Ellicott 
Square, which reflects the architecture of the Chi- 
cago World’s Fair, the Prudential Building, de- 
signed by Louis Sullivan and one of the first build- 
ings boldly to flaunt vertical lines with no attempt 
at concealment; the Genesee Building, the first in 
Buffalo to employ the setback design; the Buffalo 
Savings Bank, the Marine Trust Company Building 
with its Rennaissance banking room. Famous 
churches include St. Paul’s Episcopal Church at 
Shelton Square and Our Lady of Victory Basilica 
near the Buffalo-Lackawanna city line. 


At Niagara Square is the McKinley Monument, 
erected in honor of the martyred President, shot by 
an assassin at the Pan-American Exposition held in 
Buffalo in 1901; flanking the City Hall are the busts 
of two Presidents that Buffalo gave to the nation, 





23 








President Fillmore and President Cleveland; at 
Lafayette Square is the Soldiers and Sailors Monu- 
ment, honoring the heroes of the Civil War; at 
Genesee and Main streets, the Hiker Monument, in 


honor of the men of the Spanish-American war, : 


and at the Front Park, the figure of Commodore 
Oliver Hazard Perry, commander of the American 
squadron on Lake Erie in the War of 1812. In that 
so-called War of 1812, Buffalo was burned in the 
year 1813. Now the beautiful Peace Bridge com- 
memorates a century of peace between the United 
States and Canada. 


In Buffalo’s numerous schools and colleges are 
trained the men who foster the cultural life of 
Buffalo, enter the professions and man the indus- 
tries and the commercial enterprises. There is the 
University of Buffalo which began its career as a 
medical school that since made history. Today the 
university includes schools of pharmacy, law, den- 
tistry, arts and sciences, business administration, 
social work and education. Canisius College, con- 
ducted by the Jesuit Fathers, offers training in the 
arts and sciences and business administration. 
D’Youville College for Women is conducted by the 
Grey Nuns. 


Noted as a Port 
The men and women trained in Buffalo’s schools, 
colleges and universities find abundant opportu- 
nity for their talents in the vast industries of Buf- 


falo. The city was bound to be great as a port be- 
cause of its position, centrally located as it is for 
the transportation of raw materials. Wood pulp, 
gypsum and shale are nearby; iron ore, limestone 
and grain reach Buffalo economically by lake boat. 
Lumber, oil, rubber and chemical materials arrive 
both by raii and water. The coal and gas fields of 
neighboring states are easily accessible. Thus the 
port is the greatest fresh-water port in the world 
in value of tonnage. Buffalo has cheap power near 
at hand in Niagara Falls. Buffalo is a leading pro- 
ducer of iron and steel; autos have been produced 
here for four decades; the making of furniture for 
office and home is a well-established business. The 
city does a huge food manufacturing business and 
it has 29 elevators. Chemical products made in 
Buffalo and Niagara Falls are as numerous as they 
are varied. Airplanes today are a major product, 
and Buffalo has hundreds of war plants, many op- 
erating day and night. 


But Buffalo is not all beehive industry and no 
fun. Recreation facilities are numerous. One may 
see the Bisons of the International League play by 
day or night, and the umpire never uses a seeing- 
eye dog, either. Beaches are numerous on the 
American and Canadian lake shores and at Beaver 
Island State Park Beach on Grand Island. City and 
private clubs offer facilities for golfing, tennis, 
archery, squash and handball; boxing and wres- 
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tling exhibitions may be viewed; fishing of the 
type that inlanders dream of may be indulged in, 
both in the lakes and in Niagara River. There are 
numerous theaters, with stage shows and movies, 
There are numerous night clubs; hotel dining 
rooms and restaurants are noted for their food 
(yes, even in these days) and for their music and 
entertainment. 


In Europe, Buffalo is synonymous with Niagara 
Falls, a “must” on anyone’s list. Niagara Falls is 
visited by more persons than any other natural 
phenomenon in America—2,000,000 yearly. Its 
grandeur and beauty are justly renowned; the 
streams of shooting silver in their thunderous fury 
leave a lingering impression on the mind. The 
Horseshoe Fall on the Canadian side drops 160 
feet and the length of its curving crest is 2600 feet; 
the American Fall drops 165 feet, and is 1400 feet 
across. 


One would have to travel to Victoria Falls on 
the Zambezi River in the heart of Africa to see a 
larger volume of water thunder over a falls. The 
Niagara Gorge is an awe-inspiring spectacle in 
itself. It was in the making for 25,000 years as the 
falls receded at an approximate rate of five feet a 
year, moving backward from Lewiston to the 
present site, a distance of seven miles. Some day 
perhaps, say 50,000 or more years from now, a 
convention delegate in Buffalo may be able to 
view the falls from his hotel roof. 


The Falls From Any Angle 


At the falls one may view the rushing cascades 
from almost any point of view, top, bottom, inside, 
outside, from all sides. The Cave of the Winds is 
behind the falls close to the bottom. The Maid of 
the Mist sails about in the water below and in 
front of the falls. Goat Island lies between the 
American and Canadian falls. When the falls is 
illuminated, the lighting is done from Victoria 
Park across the river. Rainbow Bridge, constructed 
to take the place of Honeymoon Bridge, destroyed 
by an ice jam some years ago, spans the beautiful 
river below the falls. 


One may reach the falls with ease from down- 
town Buffalo. The city street car company operates 
buses leaving every half hour, on the hour and half 
hour, during afternoons, and about every hour in 
the morning and evening. The buses are comfort- 
able and take one through interesting territory 
on the American side. Bus lines also operate over 
Grand Island, crossing the two Grand Island 
bridges, and also over the Peace Bridge, dedicated 
in 1927 in the presence of the Prince of Wales and 
former Vice President Dawes. 


No delegate to a convention in Buffalo need be 
idle for lack of interesting sights or attractive 
scenery. 
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Hotel Rates and Blank for Reservations 


tion and affiliated organizations, meeting 
in Buffalo September 12 through 15, are 
urged to make their hotel reservations early. 
Convention officers and those in charge of housing 
in the Convention city are anticipating an un- 
usually heavy registration. The demand for rooms 


Mien: of the American Hospital Associa- 


With the supply of single rooms rapidly dimin- 
ishing as a result of numerous advance registra- 
tions, the Housing Bureau requests that, in so far 
as possible, delegates plan to engage double rooms 
and share them with roommates. 

The Housing Bureau can assume responsibility 
only for reservations made through its office and 


already is exceeding earlier expectations. in hotels specified for Convention use. 


HOTEL RATES 


SINGLE SINGLE DOUBLE DOUBLE 
WITHOUT WITH WITHOUT WITH 
BATH BATH BATH 


| LTS) SEER Utes sea eel eae 450 $2.50 to mila. $4.00 to $4.50 to 
Washington & Swan 4.00 7.00 8.00 


FORD pcos 750 J 2.00 to 3.50 to 4.00 to 
210 Delaware Ave. r 2.50 5.00 5.00 


GRAYSTONE 150 A 2.00 up 3.00 up 3.50 up 
24 Johnson Park 


LAFAYETTE es 420 2.75 up a 4.50 up —* 
Washington & Clinton 


LENOX. 250 ee 3.00 siglo ton 4.50 5.00 
140 North St. 3.50 5.50 6.00 


STATLER pues 3.30 up ri Pech 5.50 up 6.60 up 
Niagara Square 


TT SRS SRE Ie Sir at ee eC RE Bev beer 2.25 up 3.85 up 5.00 up 
274 Delaware Ave. 





TWIN- 


HOTEL & LOCATION BEDDED 


RO 
CAPACITY 























STUYVESANT. wera 2.50 to : 4.00 to 6.00 up 
245 Elmwood Ave. 5.00 12.50 


WESTBROOK mapeedichl tee 6.00 up 6.00 up 
675 Delaware Ave. 











AMERICAN HOSPITAL ASSOCIATION CONVENTION, SEPTEMBER 12 TO 15, 1943 
APPLICATION FOR HOTEL ACCOMMODATIONS 
Please make hotel reservations noted below: 
First Choice 
Second Choice 
3: AR aR IR MLS cde Det Oe ATE Third Choice 








Double B 
en ae Room without bath for 
Single Bed 


Twin Beds 
Arriving Sept 


person(s) Rate preferred $ per room 


Room with bath for person(s) Rate preferred $ per room 





If the hotel of first choice is unable to accept the reservation, the HOUSING BUREAU will endeavor to comply with your 
a a — choices in the order named. You will receive direct confirmation from the hotel accepting the reserva- 
ion when made. 


Room will be occupied by: 
Address 














Mail to 

Moir P. Tanner 

602 Genesee Building 
Buffalo, New York 





City and State 


pi eng Information Service, etc., will be at the Memorial Auditorium. Please use blank when writing for your hotel 
reservations. ‘ 

















August 1943 





Description of Modern ARMY 
MEDICAL 
RECORDS 


Their Uses and How They are Kept 


I. L. MESSMORE, MAJOR MC, AUS 


Medical Field Service School, Carlisle Barracks, Pennsylvania 


size the medical department faces a huge 

task in the care and treatment of illness and 
injury within the military forces, and the records 
required are commensurate with the task. Hence, 
the medical department stresses uniformity, brev- 
ity and clarity in the preparation and submission 
of its records. 

Generally speaking, there are two types of hos- 
pitals operated by the Medical Department of the 
Army—mobile and fixed. Mobile hospitals include 
the evacuation and convalescent hospitals. These 
mobile hospitals are used in ditect support of a 
combat force and their records are in keeping with 
their mission—elementary, brief and concise. 

The field medical record used by the evacuation 
and convalescent hospitals consists of a water- 
proof folder enclosed in a waterproof jacket, and 
is initiated at the first mobile hospital admitting 
the patient. This same record remains with the pa- 
tient, tied to his clothing, as he passes from one 
hospital to another along the chain of evacuation. 

These field records are permanent records and 
are forwarded to the surgeon general of the Army 
in Washington for analysis. Because of the trying 
conditions of combat, the volume of patients, and 
the streamlining of the unit for mobility, no rec- 
ords are maintained for permanent reference in 
mobile hospitals. 

The second large type of hospitals is fixed hos- 
pitals. These are station hospitals and general 


Nie: to say, with an army of the present 


Presented at the Pennsylvania Association of Medical Record 
Librarians War Conference, Philadelphia. 
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hospitals. Station hospitals are allocated one to 
each military post or station, to provide hospi- 
talization and medical service for the local military 
personnel and their dependents. Station hospitals 
are designated by location, such as “Station Hos- 
pital, Carlisle Barracks, Pa.” 


General hospitals are larger institutions, strate- 
gically placed, to provide hospitalization for the 
more unresponsive medical cases and the more 
serious surgical cases. General hospitals are des- 
ignated by title, the title usually being the name 
of some distinguished member of the Medical De- 
partment of the Army, such as, “Walter Reed Gen- 
eral Hospital, Washington, D. C.” 


Certain general hospitals and station hospitals 
are activated primarily for use in an area of ex- 
pected combat, or, in more common terms, over- 
seas. Such hospitals have their title and location 
replaced by a number. Thus in the combat area one 
might speak of the “29th Station Hospital” or the 
“206th General Hospital.” The numbered general 
hospitals of today are comparable to the base hos- 
pitals of World War I. In the present conflict there 
are no medical department installations designated 
as base hospitals. : 


Army regulations prescribe the records to be 
used by all medical department units. Thus, spe- 
cific regulations govern the preparation and sub- 
mission of records by fixed hospitals in the “zone 
of the interior,” or for all practical purposes, within 
the continental limits of the United States. Fixed 
hospitals of the medical department provide care 


‘and treatment in medicine, surgery and the spe- 
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cialties comparable to the average civilian hospital, 
and maintain records in keeping with their status 
as well equipped, well staffed, modern institutions. 


The medical record of primary interest to mili- 
tary and civilian hospital personnel is the clinical 
record or “chart.” A clinical record will be pre- 
pared for every patient admitted to a military hos- 
pital. The first page of this record is very similar 
to the front sheet of the clinical records in use at 
most civilian hospitals, in that it provides space 
for entries of both personal and professional in- 
formation. 


Prepared in Triplicate 


As each patient is admitted to a military hos- 
pital, the admitting officer will note all informa- 
tion available on the first page, preparing it in 
triplicate. The original will be sent to the ward 
with the patient, one copy will be sent to the 
registrar’s office, which will be discussed later, and 
one copy will be sent to the information office. 
Additional pages will be added to the clinical rec- 
ord as necessary in the ward to which the patient 
is assigned. The additional pages are those re- 
quired for clinical history, physical examination, 
laboratory procedures, consultations, special ex- 
aminations, etc. 


Each page is a medical department form and is 
standard throughout the Army. When a patient is 
discharged the clinical record will be completed, 
approved by the chief of service (surgical, med- 
ical, ENT), and sent to the registrar’s office where 
it becomes a part of the permanent clinical record 
’ file. 


Just recently a directive from the surgeon gen- 
eral of the Army authorizes a “short form” clinical 
record consisting of the first page referred to pre- 
viously, and one additional page for a summary of 
the history, physical examination, diagnosis and 
treatment. This abbreviated record is of value 
since in the military service many patients with 
minor complaints, who would be treated at home 
in civilian life, are hospitalized to insure proper 
care and thus minimize total time lost due to 
illness. 


Reference has been made to the registrar’s of- 
fice, an important office in any military hospital. 
This office is comparable to the record’s office of 
most civilian hospitals. The office of the registrar 
is the focal point of professional hospital records. 


The “register of sick and wounded” is of primary 
importance. It is nothing more nor less than a 
file of register cards, one for each patient currently 
in the hospital. These cards are printed medical 
department forms designed to present a brief 
summary of each patient admitted to the hospital, 
including a brief personal record, a brief summary 
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of diagnosis and treatment and a statement as to 
disposition, the last to be entered when the case is 
completed. 


The cards are numbered consecutively, each ad- 
mission being given the number following the last 
admission. This number is the patient’s register 
number and will be used extensively throughout 
his records. 


As each case is completed—and by completed is 
meant discharged, transferred to another hospital, 
or death—the register card for that case will be 
removed from the current file, an exact reproduc- 
tion will be made on a like card, and the original 
will be placed in a permanent file. At the close of 
each month the reproduced cards, one for each 
case completed during the month, will be for- 
warded with a report sheet to the surgeon gen- 
eral of the Army. 


The report sheet is a standard medical depart- 
ment form which provides for entries concerning 
the number of personnel entitled to medical care 
by the reporting hospital, the total patient days for 
the month reported, the volume of out-patient 
work done during the month, and other pertinent 
data. 


In the registrar’s office there are several indexes, 
the first of which is a location index. The location 
index is a desk file of 3”x 5” cards alphabetically 
arranged, one for each patient, noting the location 
of that particular patient within the hospital. 


The second index is the register index which is 
a permanent alphabetical file of patients by name, 
again prepared on prescribed forms, one for each 
patient ever admitted to the hospital. This index is 
maintained by entering the register number of 
each patient as he is admitted on the form bearing 
his name if he has been treated in this particular 
hospital previously, or by preparing a form under 
his name and entering his proper register number 
if he is admitted for the first time. So by reference 
to the register index, one may determine in a 
moment whether a patient is a new admission or 
a readmission, and if the latter, how many pre- 
vious admissions he has had. 


Diagnosis Index 


A third index maintained in the registrar’s of- 
fice is the diagnosis index. This again is a file of 
prescribed forms, one for each possible diagnosis, 
alphabetically arranged. As soon as a diagnosis is 
established on any patient, the registrar will be 
notified and will withdraw the proper form from 
the file and enter the register number of the pa- 
tient concerned. 


Thus, an interested officer could find at a glance 
how many cases of appendicitis had ever been ad- 
mitted at a particular hospital, and the register 
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numbers of these cases for reference to the filed 
clinical records if such information were desired. 


Two other indexes are maintained in the reg- 
istrar’s office. These are the disability index and 
the death index. These are similar to the diagnosis 
index except that in the disability index, only 
those cases discharged from the service for dis- 
ability are noted; and in the death index, all deaths 
are noted. 

Statistical Report 


There is still another record used by army hos- 
pitals which deserves brief mention. This record is 
the statistical report which is rendered weekly by 
all hospitals to show the turnover of patients, the 
bed status and the status of communicable dis- 
eases in the hospital for the week reported. This 
report is devised to present the medical depart- 
ment with accurate information concerning a par- 
ticular institution, and to furnish the War Depart- 
ment with definite information concerning the ef- 
fective strength of the Army at frequent intervals. 


In brief review, the following records are main- 
tained in the registrar’s office: The permanent 
file of clinical records; the register of sick and 
wounded; and the location, register, diagnosis, dis- 
ability and death indexes. Moreover, the registrar 
is responsible for the preparation and submission 
of a monthly report including a card for each case 
completed during the month, and finally, the 
weekly statistical report. 


Consider now the vital statistics section of the 
office of the surgeon general of the Army in Wash- 
ington, the ultimate destination of most of the 
professional records of the medical department. 
In this office there is a monthly influx of cards, 
one for each patient excused from duty through 
illness or injury throughout our vast Army, and it 
might be mentioned that these run into the hun- 
dreds of thousands each month. Each card is coded 
and then processed by a machine records unit for 
permanent statistical use. Moreover the monthly 
and weekly reports considered previously reach 
this office where they must be processed, pertinent 
information extracted, and the forms filed. 


Thus far professional records of fixed hospitals 
have been discussed and it is obvious that they are 
rather extensive, and that considerable time is re- 
quired for their proper completion and submission. 
The question arises: Why should an Army whose 
primary mission is the winning of battles and, ulti- 
mately, the winning of a war, be so concerned with 
detailed records? There are three great reasons. 


First, the surgeon general of the Army must 
know how many casualties and how much illness 
exist in our armed forces so that medical personnel 
and equipment may be allocated to the best in- 
terest of the service. 
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Second, the injured or ill soldier is entitled to 
protection in the matters of pay, time lost, future 
claims for disability, pensions, etc. Such claims are 
ofttimes settled on the basis of permanent medical 
department records. 


Finally, these records are a source of statistical 
data in reference to casualty rates for various 
types of tactical operations, so that by a study of 
the field medical records, tacticians may prepare 
for military operations and insure adequate med- 
ical service to care for all casualties. It is obvious 
then, that these medical department records do 
have a definite purpose and are well worth the 
time spent in their accurate preparation and 
proper submission. 


Many questions have arisen as to the proper 
procedure a civilian hospital should follow when 
a military patient is admitted. The following re- 
marks are offered as a suggestion. The procedure 
will vary somewhat with the condition of the pa- 
tient. If the patient is conscious, one should in- 
quire as to the name and location of the command- 
ing officer of his organization and notify the 
commanding officer by telephone or telegraph as 
the circumstances require. 


The commanding officer so notified will issue in- 
structions as to the military disposition of the 
patient and arrange for his transfer to a service 
hospital, if practicable. 


If the patient is unconscious upon admission, his 
name, army serial number, religion, blood type, 
date of latest tetanus toxoid immunization, and the 
name and address of his nearest relative may be 
found by reference to his identification tags, worn 
around his neck. 


Nearest Office Notified 


In the unconscious case, the nearest Army in- 
stallation should be notified though the installa- 
tion be only a recruiting office. Further instruc- 
tions will issue from the office notified. 


It is a matter of personal judgment based on the 
seriousness of the case, whether or not the nearest 
relative will be notified coincident with notifica- 
tion of the Army installation. If a soldier is dead 
on arrival at a hospital, again the nearest Army 
installation should be notified and in addition the 
county coroner should be notified. Generally 
speaking, the administrative procedure in the 
handling of deaths of military personnel within a 
civilian hospital will be governed by local regula- 
tions of the coroner’s office. It might be well to 
note that the military personnel contacted in any 
case should issue instructions as to the most ex- 
peditious method of receiving the proper monetary 
consideration for the care and treatment of mili- 
tary personnel. Army Regulations provide for re- 
muneration in such cases. 
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Way Cleared to Undertake 
Vast Cooperative Program 
For Training of Nurse Corps 


THOMAS 
PARRAN, M.D. 


Surgeon General, 
United States 
Public Health Service 


shortage of nursing services through the provi- 

sions of the Bolton Act, passed by the 78th 
Congress and approved by the president on June 
15. By the time this issue of HOSPITALS is pub- 
lished, every accredited nursing school in the 
United States will have been invited to submit 
plans for participation in the new nurse education 
program. Every student in participating schools, 
who enrolled after January 1, 1941, will have had 
an opportunity to join the U. S. Cadet Nurse Corps. 


Pier are moving rapidly to meet the acute 


The new federal program of nursing education 
is the logical outgrowth of the emergency plan put 
into effect just two years ago. At that time, Con- 
gress appropriated $1,200,000 to be allotted by the 
U. S. Public Health Service to schools of nursing 
and other educational institutions for the purpose 
of assisting them in increasing the enrollment of 
student nurses, and of providing refresher courses 
for inactive nurses and postgraduate training for 
graduate nurses. During the two year period, 1941- 
43, a total of $5,300,000 was appropriated by Con- 
gress for these purposes. . 

Within the limits of the funds available, the 
early nursing education program realized the ob- 
jectives defined by law. Basic schools of nursing 
increased their enrollment by 12,000 over and 
above the number of students admitted during the 
academic year 1940-41. About 3800 inactive nurses 
were given refresher courses and some 4800 grad- 
uate nurses received postgraduate training in the 
Special fields essential to the war effort. 


Nevertheless, the shortage of trained nurses in- 
creased rapidly after Pearl Harbor, while both 
military and civilian needs for nursing service 
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mounted. Schools of nursing and civilian hospitals 
found themselves in competition with the greatly 
expanded field of war employment open to young 
women. Civilian hospital needs encreased in a 
single year almost 10 per cent over the previous 
year. 


Many hospitals in war areas where every bed is 
needed were forced to close wards or sections be- 
cause they could not get enough nurses to staff 
the services. In the face of mounting demands, 
health departments were unable to secure qualified 
public health nurses to replace those who had gone 
into military service. 


War industries more than doubled the number 
of nurses employed for industrial health work. 
And with more than 30,000 nurses in military 
service, the Army and Navy issued a call for 2500 
additional nurses each month during the calendar 
year 1943. Early this year, the War Manpower 
Commission recognized nursing as an area of serv- 
ice in which there was an acute shortage of quali- 
fied workers. 


During the fall of 1942, the situation grew so 
much worse that hospital administrators and nurs- 
ing leaders consulted with federal agencies to see 
what could be done. They emphasized the fact that 
the program then in operation was not sufficiently 
broad in scope to meet the war needs of the mili- 
tary and to maintain essential civilian services. 
In a series of conferences attended by representa- 
tives of the American Hospital Association, the 
National Nursing Council for War Service, the 
Office of Civilian Defense, the U. S. Public Health 
Service, and other governmental agencies, a plan 
now implemented by the Bolton Act (Public Law 
74—78th Congress) was gradually developed. 


Legislation was introduced in the House by 
Frances Payne Bolton, Congresswoman from Ohio, 
and hearings were held by committees of the 
House and the Senate on May 7-8, 1943. Represen- 
tatives of the Army, Navy, Veterans Administra- 
tion, Public Health Service and other federal agen- 
cies concerned with the problem urged the passage 
of the bill. The American Hospital Association was 
represented by Dr. Claude W. Munger, acting for 
President James A. Hamilton, and by James Rus- 
sell Clark. 
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Other organizations represented at the hearings 
were: The Catholic Hospital Association, the Prot- 
estant Hospital Association, the American Nurses 
Association, the National Association for Colored 
Graduate Nurses, the National League of Nursing 
Education, the National Organization for Public 
Health Nursing, the American Red Cross, and the 
American Psychiatric Association. 


Shortened Course 


The legislation, subsequently passed by both 
Houses without a dissenting vote, authorizes the 
establishment of a U.S. Cadet Nurse Corps through 
the allotment of funds to participating schools of 
nursing to cover tuition and fees, maintenance, 
outdoor uniforms and insignia, and monthly stip- 
ends for each student nurse who enrolls in the 
corps. The law further provides that to participate 
in the program, schools of nursing must shorten 
their combined basic program of study and prac- 
tice to 24 months or 30 months. The remaining 
period before graduation is to be devoted to super- 
vised practice either in the teaching hospital, a 
federal hospital, or other civilian hospital or 
agency. The law places the administration of the 
program in the U. S. Public Health Service, with 
the provision that an advisory committee, com- 
posed of representatives of the nursing profession, 
hospitals, and other institutions concerned with 
nursing education, be appointed to assist in the 
formulation of regulations promulgated by the 
surgeon general. 


Three amendments were added by the Senate to 
the original Bolton Bill. The first prohibits pay- 
ment by the government of maintenance for stu- 
dents whose services compensate the hospital for 
such expenses. The second amendment prohibits 
discrimination against the smaller schools. It will 
therefore be possible for schools of nursing con- 
nected with hospitals having a daily average pa- 
tient-population of less than 100 to participate, 
provided the clinical experience available meets 
the regulations of the surgeon general. The third 
amendment provides that in administration of the 
funds, there shall be no discrimination on account 
of race, creed or color. 


Immediately after passage of the act, a Division 
of Nurse Education was established in the U. S. 
Public Health Service and made directly respon- 
sible to the surgeon general. Lucile Petry was ap- 
pointed director. She had been on the nurse 
education staff of the public health service for two 
years and recently had been appointed dean of the 
Cornell University. Hospital School of Nursing, 
New York City. The federal security administrator 
promptly appointed an advisory committee on 
training of nurses to meet with the surgeon gen- 
eral. The committee is composed of Isabel M. 
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Stewart, Columbia University; Anna D. Wolf, The 
Johns Hopkins Hospital; Marion G. Howell, West- 
ern Reserve University; Margaret Tracy, Uni- 
versity of California; Sister Helen Jarrell, Loyola 
University; President James A. Hamilton, the 
American Hospital Association; Chancellor Oliver 
C. Carmichael, Vanderbilt University; Dr. Hyrum 
Leo Marshall, University of Utah; and Rev. Al- 
phonse M. Schwitalla, $.J., St. Louis University. 


Conferences with the committee were held cov- 
ering two days and regulations governing the 
administration of the program were prepared and 
published in the Federal Register of July 9. 


Objectives of the U. S. Public Health Service 
and the advisory committee in formulating the 
regulations were to insure a sound educational 
program, but to leave responsibility for the ad- 
ministration of specific programs to the individual 
schools and hospitals. No one federal pattern is to 
be set. The schools will be free to select their own 
students, to plan their own curricula, and to for- 
mulate policies consistent with the act and the 
traditions of the institutions concerned. 


To carry out the provisions of the Bolton Act, 
it was estimated that $60,000,000 would be needed 
for the fiscal year 1944. The Congress already has 
appropriated $45,000,000, with the understanding 
that a supplemental appropriation may be re- 
quested later when more exact estimates can be 
made of costs. 


The funds will be allotted to the participating 
schools in accordance with plans which they have 
previously submitted to the U. S. Public Health 
Service for review and approval. 


“Partnership Job” 

The task of the U. S. Cadet Nurse Corps is to 
enroll 65,000 additional students in basic schools of 
nursing during the present fiscal year; to make the 
students available for full-time nursing duty under 
supervision at an earlier date than was possible 
under the former plan; and to maintain a con- 
tinuous supply of graduate nurses pledged to serve 
in essential nursing positions for the duration of 
the war. Whether we accomplish this vital war 
objective depends upon the teamwork which all of 
us apply to our specific tasks in the program. 


The U. S. Cadet Nurse Corps offers benefits to 
the individual student, to the schools of nursing, 
and to the hospitals and agencies that avail them- 
selves of the senior cadets’ services. But this broad 
program with its generous provisions also lays de- 
finite responsibilities upon all those who partici- 
pate. This is a partnership job between the U. S. 
Public Health Service, the institutions and the 
students. I am confident that through continued 
teamwork we shall achieve the goal which means 
so much to the health of our country. 
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Regulations for Cadet Nurse 
Training Presented Herewith: 


HAT was known in its earlier days as the 
WV Bates Bill has become Public Law 74 of 

the Seventy-eighth Congress. It is an ex- 
tensive prpgram of cooperation between the fed- 
eral government and the volunteer hospital, as 
explained by Surgeon General Parran in an ac- 
companying article. 


To carry out this program a set of rules and 
regulations has been compiled. They are presented 
herewith for use as reference by the many hos- 
pitals that will undertake the emergency training 
of nurses. 


Section 1 

STUDENT NURSE TRAINING PROGRAM: A 
basic program for student nurses which qualifies 
graduates for licensure or for certification to prac- 
tice as registered nurses in the state in which the 
particular nursing school is located. All students 
enrolled in such student nurse training programs 
under the provisions of Public Law 74, 78th Con- 
gress, shall be members of the United States Cadet 
Nurse Corps. 

REFRESHER PROGRAM: Courses designed to 
prepare inactive graduate nurses for the active 
practice of nursing. 

POSTGRADUATE PROGRAM: A program de- 
signed to prepare graduate nurses in special fields, 
such as teaching, administration in nursing schools 
and nursing services, public health nursing, in- 
dustrial nursing, clinical nursing specialties, anes- 
thesia, and midwifery. 

INSTITUTION: An agency operating nurse edu- 
cation facilities such as a school of nursing, a hos- 
pital, a public health agency, university, or a 
college. 

PRE-CADET NURSE: Student nurse during the 
first nine months of the training period. 

JUNIOR CADET NURSE: Student nurse who 
has completed satisfactorily the first nine months 
of the training period. The student remains in this 
grade 15-21 months until the required period of 
combined study and practice is completed. 

SENIOR CADET NURSE: Student nurse who 
has completed the required period of combined 
study and practice but has not fulfilled the remain- 
ing time requirement for graduation. 

TRAINING PERIOD: Combined pre-cadet pe- 
riod, junior cadet period, and senior cadet period. 
With reference to a basic nursing curriculum for 
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which a degree is given, this training period com- 
mences with the beginning of the professional por- 
tion of the curriculum and may not exceed 36 
months in length. 

TUITION: An established fee, determined by 
the surgeon general to be reasonable, which is 
charged to the student by the school of instruc- 
tional costs and may include tuition costs of 
affiliations. 

FEES: All charges other than tuition made by 
the school for such items as registration, matricula- 
tion, indoor uniforms, health and laboratory fees, 
textbooks, affiliation fees, as in the case of those 
schools which have reduced to twenty-four months 
the combined pre-cadet and junior cadet periods, 
this term may refer to an acceleration fee. 


Section 2 

Requirements for participation in student nurse 
(basic) training program: 

(a) The school must be accredited by the ap- 
propriate accrediting agency for schools of nursing 
of the state, territory, District of Columbia, or 
Puerto Rico. 

(b) An institution offering a degree in nursing 
must be accredited by the appropriate accrediting 
agency for universities and colleges. 

(c) The school must be connected with a hos- 
pital which is approved by the American College 
of Surgeons, or which maintains standards of nurs- 
ing equivalent to those required by the American 
College of Surgeons. In a central school of nursing, 
the major hospital clinical unit must meet these 
same standards. 


(d) The school of nursing must require for ad- 
mission not less than graduation from an ac- 
credited high school. 


(e) The school must maintain an educational 
staff adequate to provide satisfactory instruction 
and supervision. 

(f) The curriculum of the school must include 
all those units of instruction necessary to conform 
with accepted present practices in basic nursing 
education. It must be arranged so that the required 
program of combined study and practice will be 
completed in from 24 to 30 months. In the case of 
students admitted prior to January 1, 1942, this 
period may extend to 32 months. 


(g) The school must provide adequate clinical 
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experience in the four basic services—medicine, 
surgery, pediatrics, and obstetrics—for the number 
of students proposed to be enrolled while the plan 
is in operation. 

(h) The school must provide well-balanced 
weekly schedules of organized instruction, ex- 
perience, and study. 

(i) The school must provide adequate and well- 
equipped classrooms, laboratories, library and 
other necessary facilities for carrying out the edu- 
cational program. 

(j) The school must provide satisfactory living 
facilities and adequate student health service 
which must continue throughout the entire period 
of training. 

(k) The school must provide maintenance, and 
a stipend of not less than $30 per month, for all 
senior cadet nurses, or where the senior cadet 
nurse is transferred to some other institution for 
training, it must require the latter institution to 
provide such maintenance and stipend, and also to 
provide supervised experience which will be cred- 
ited toward graduation. The school will be re- 
sponsible for making the necessary agreements 
with federal or other hospitals or other agencies 
for this experience. When a student nurse desires 
transfer to a federal hospital and the federal hos- 
pital has requested such transfer, the school must 
make such transfer. 

(1) In evaluating the adequacy of the facilities 
of the school to meet the various requirements 
specified in the foregoing paragraphs, the stan- 
dards of the National League of Nursing Education 
will be used as a guide. 

(m) The school must certify (1) that all stu- 
dents enrolled in the student nurse (basic) train- 
ing program will, in the judgment of the director 
of the school, be available upon graduation for 
military or other federal governmental or essential 
civilian services for the duration of the present 
war, and must require from each student a state- 
ment to that effect, (2) that they are physically fit 
for the responsibilities of nursing, and (3) that 
they will not be retained in the school unless they 
continue to meet the scholastic and other standards 
of the school. 

Section 3 

To be eligible for participation in the refresher 
program an institution must: 

(a) Be approved by the American College of 
Surgeons or maintain standards of nursing equiva- 
lent to those required by the American College of 
Surgeons. 

(b) Provide facilities for an educational ex- 
perience in needed clinical fields. 

(c) Provide a qualified nurse instructor to be 
responsible for the program. 

(d) Provide a course of not less than six weeks’ 
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nor more than three months’ duration, consisting 
of an acceptable program of theory and practice. 

(e) Certify that all students enrolled in re- 
fresher courses will, in the judgment of the head 
of the institution, be available upon completion of 
the course for military or other federal govern- 
mental or essential civilian services for the dura- 
tion of the present war, and must require from 
each such student a statement to that effect. 

Section 4 

To be eligible for participation in the postgrad- 
uate program, an institution must meet the follow- 
ing requirements: 

(a) An institution offering a postgraduate pro- 
gram such as those in supervision, teaching, ad- 
ministration in nursing schools and nursing serv- 
ices, public health nursing and clinical nursing 
specialties, must have well established programs 
in nursing education for graduate nurses which 
meet standards equal to those of the Association 
of Collegiate Schools of Nursing and the National 
League of Nursing Education or the National Or- 
ganization for Public Health Nursing relating to 
matters such as educational staff, curriculum, and 
educational facilities. 

(b) Institutions offering programs for graduate 
nurses in fields related to nursing, such as anes- 
thesia and midwifery, must provide adequate clini- 
cal and other facilities in the specialty and a suffi- 
cient number of qualified instructors and super- 
visors. 

(c) The institution must certify that all students 
enrolled in a postgraduate program will in the 
judgment of the head of the institution be avail- 
able, upon completion of the program, for military 
or other federal governmental or essential civilian 
services for the duration of the present war, and 
must require from each such student a statement 
to that effect. 

Section 5 

An institution desiring to receive an allotment 
under this Act must submit to the surgeon general, 
on forms provided by the U. S. Public Health 
Service, a proposed plan for participation in any 
of the programs defined above, including support- 
ing budgets for the current federal fiscal year. 
Students in the school may enroll in the corps only 
when the plan goes into effect or on the first day 
of any succeeding month. 

Plans for new programs or revised budgets for 
existing programs may be submitted for approval 
at any time during the federal fiscal year. Con- 
sideration and approval of such plans or budgets 
will be contingent upon availability of funds for 
allotment. 

A plan for training of nurses may be limited to 
basic student nurse training, or to postgraduate or 
refresher-nursing programs, or may include any or 
all of these. A plan submitted by any institution 
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will be approved only if it conforms to the require- 
ments of Public Law 74—78th Congress and to the 
requirements for participation set forth in Sections 
2, 3, and 4, of these regulations. If a plan is ap- 
proved, Federal funds will be allotted by the 
surgeon general within the limits of available ap- 
propriations. 

Allotments will be limited to the following: 

(A) Student nurse (basic) training program. 

1. Reasonable tuition and fees for pre-cadet and 
junior cadet nurses, and reasonable fees for senior 
cadet nurses. 

2. Reasonable maintenance for the student’s first 
nine months in the training period, provided that 
during such first nine months the hours of student 
practice in the hospital do not exceed an average 
of 24 per week and that the hours of combined 
practice and class do not exceed 48 in any one 
week. 

3. Stipends of $15 per month for pre-cadet nurses 
and $20 per month for junior cadet nurses, which 
shall be paid by the school to the student at the 
end of each month or semi-monthly, depending 
upon the fiscal policies of the school. These allot- 
ments will not include stipends to senior cadet 
nurses. These must be paid by the institution to 
which an allotment was made or to which the 
senior cadet nurse was transferred for training. 


4. An amount covering the cost of outdoor uni- 
forms and insignia not to exceed a reasonable 
amount to be determined by the surgeon general; 
such allowances for uniforms and insignia may be 
expended only if such uniform and insignia con- 
form to the requirements as outlined in “regula- 
tions for uniforms for U. S. Cadet Nurse Corps” 
as prescribed by the surgeon general. 


(B) Refresher program—reasonable instruc- 
tional costs and fees. 

(C) Postgraduate program—reasonable tuition, 
fees, and maintenance. 


Section 6 
Payments from an allotment for refresher 
courses will be made on a reinbursement basis at 
the completion of the course in accordance with 
a certified statement from the authorized admin- 
istrative officer of the institution as to the number 
of inactive graduate nurses who have completed 
the course as outlined in the approved plan and 
as to any other matters specified by the surgeon 
general. 
Section 7 
Payments from an allotment will be made on 
a quarterly prepayment basis for estimated ex- 
penditures in accordance with the approved plan. 
The first payment will be made as near as possible 
to the beginning of the first federal fiscal quarter 
of the operation of the approved plan. 


August 1943 


On the first day of each subsequent quarter the 
school must submit a certified statement giving 
the names of all students admitted under the plan 
during the preceding quarter and full information 
concerning the present status of all students for 
whom prepayments were made, and an accounting 
of all federal funds received. 


Upon receipt this account will be audited, and 
payment for the next quarter will be adjusted on 
the basis of the total unobligated balance of funds 
from preceding quarter or quarters, the number 
of remaining students for whom prepayments are 
to be made, and the number of students scheduled 
to enroll during the ensuing quarter. 


The term “unobligated balance of funds” in- 
cludes but is not limited to such items as (1) the 
full amount of tuition, fees, maintenance, and 
stipends budgeted for those students who failed to 
enter the plan, (2) that portion of tuition and fees 
customarily refundable for those students who 
have withdrawn during the quarter, (3) main- 
tenance for each such student from the date when 
he or she withdrew from the plan to the end of 
the quarter, (4) stipends not earned by and not 
paid to those students who have withdrawn during 
the quarter. In computing earned stipends, and 
maintenance for periods of less than a full month, 
daily rates amounting to one-thirtieth the monthly 
rate should be used. 


Section 8 

If the federal security administrator, after rea- 
sonable notice and opportunity for hearing, finds 
that in the submission or administration of any 
plan there has been a failure to comply substan- 
tially with the provisions of Public Law 74-78th 
Congress or with these regulations, he shall notify 
the institution involved that further payments will 
not be made to it until a plan has been submitted 
in accordance with said act and regulations and 
that there is no longer any such failure to comply. 
Until the federal security administrator is satisfied 
that these conditions have been fulfilled, no fur- 
ther payments to the institution will be certified. 


Section 9 

The fiscal officer authorized by the grantee in- 
stitution shall keep an account of funds paid under 
this act separate and distinct from those of any 
other funds, local or federal. To such account shall 
be credited receipts from the U. S. government 
and refunds against disbursements made hereun- 
der; and to such account shall be charged author- 
ized cash disbursements for stipends and uniforms 
and/or amounts earned and payable for tuition, 
fees, and maintenance. Such accounts and all rec- 
ords pertaining thereto shall be available at all 
times for examination by representatives of the 
surgeon general. 
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VOLUNTEER 
GROUP 


Under 

Paid Director 
Succeeds 

In Hospital 

of Moderate Size 


E. REID CADDY 


Administrator, St. John’s Hospital, Brooklyn* 


have done much to assist in special hospital 
activities. Yet it is only within fairly recent 
times that any importance has been placed on the 
volunteer as part of the administrative function of 
the institution. 


Tisve done the history of hospitals, volunteers 


Such departments have been created in several 
large hospitals, but even today they are seldom 
found in institutions of less than 400 beds. It is 
gratifying to be able to report on the basis of ex- 
perience at South Baltimore General Hospital that 
with careful planning such a department can be 
instituted by smaller hospital units. 


For many years this hospital had a small group 
of women volunteers, many of whom had served 
since the First World War. Although their work 
was of great value, it was mainly restricted to 
sewing and fund-raising. 


The administration was confident that failure to 
provide a well organized framework for volunteer 
contribution meant that the hospital was neglect- 
ing a real opportunity. It was decided that best 
results would be obtained through a full-time 
director for this work. 


As this position was conceived, the duties of 
such a director revolved about (1) the’ selection 
and training of volunteers, (2) their assignment 
to make certain that ability and time given would 
be consumed in useful, supervised work, and 
(3) organization of groups to serve as a public 
relations medium for the hospital. 





*Although he has ag oe appointment in Brooklyn since pre- 
paring this article, Mr. Caddy remains as consultant director of 
outh Baltimore General Hospital of which he writes here. 
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Gray Lady at South Baltimore General directs a patient 


























In 1941, the Board of Trustees authorized the 
creation of such a department with a full-time 
director. It was immediately realized that success 
would depend on selection of the proper director. 


The salary offered was about that paid to super- 
visory nurses in Baltimore hospitals. It was our 
belief that the position should be filled by someone 
with experience either in nursing hospitals or in 
some form of public welfare work. It was necessary 
that the successful applicant possess tact and un- 
derstanding, the ability to organize and formulate 
plans on her own initiative, imagination, and in- 
genuity to find places where volunteers could be 
used. 


The appointment went to a woman who satisfied 
a majority of these qualifications, one who had had 
considerable volunter experience in social and wel- 
fare projects. Her first task was to become familiar 


‘with the functions of each department, and this 


was followed by an assignment of salesmanship 
and job analysis. Her first actual job was to sell 
the idea of volunteer workers to dubious depart- 
ment heads. Once they had been impressed with 
the possibilities, it was easy to discuss with them 
the specific activities and schedules to be under- 
taken. 


Approximately two months were spent in this 
study, with the result that a comprehensive outline 
of activities was decided upon. It is indicative of 
the quality of this planning that the list of duties 
performed by volunteers at the present time is 
virtually identical with the original list. 
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Salad by two housewife volunteers 


Problems of recruitment and training were 
simplified by cooperating with the Office of Civil- 
ian Defense and the Red Cross. Classes for dietary 
aides, nurses’ aides and Gray Ladies were insti- 
tuted at the hospital. In addition, the Red Cross 
began to send students from its own classes. 


The first class opened in the fall of 1941. Ap- 
plicants sent by the Office of Civilian Defense and 
Red Cross were interviewed by the director of 
volunteers, and standards set by the Red Cross 
were the basis of selection. At her first interview, 
the director gave a detailed description of duties 
and stressed the necessity of regular attendance. 
She sought to de-glamorize the work. She empha- 
sized the fact that paramount consideration must 
be given to the interests of patient and hospital. 


Continue With Course 


Very few members of the course failed to con- 
tinue their work at the hospital, after completing 
their supervised training for credit. The course up 
to 1943 was given in cooperation with and under 
supervision of the Red Cross. It was followed by 
a graduation ceremony with presentation of pins 
and caps. Several lectures covered the history of 
the hospital, its methods and its achievements. 


Because of careful job evaluation and compre- 
hensive training at the start, volunteers are now 
at work in virtually every department. We have 
women organized into the following groups: Red 
Cross nurses’ aides, Gray Ladies, nursery aides 
and canteen workers. 


Nineteen nurses’ aides care for the surroundings 
of patients—making beds, assembling material for 
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enema and lavage, looking after the bedside table, 
personal belongings and flowers. They look after 
equipment and supplies: The linen room, rubber 
goods, enamelware, rectal tubes and lavage tray. 
In care of the patient, they give the bed bath; 
record temperature, pulse and respiration; record 
intake of liquids and output of urine or evacua- 
tions; prepare the patient for meals and for the 
night; give nourishments; altogether there are 
eighteen such duties. 


Gray Ladies Duties 


There are thirty Gray Ladies who act as host- 
esses; help to admit and discharge patients and 
take them to the laboratory; deliver mail, flowers 
and packages; deliver newspapers and magazines; 
feed patients; answer telephones, get supplies; 
write letters for and read to patients; shop for 
patients; work in the central supply room; help 
with clerical work in the record room and nurses’ 
library. 

Three nursery aides feed infants and children, 
read and play games, and help with bedpans. 


Ten canteen workers help to prepare salads and 
dish up desserts; set up, carry and serve trays; help 
with special diets and help serve in pantries. 


In addition, the hospital has four clerical aides 
who file index cards, prepare charts for photo- 
graphing, copy forms on the typewriter and follow 
up collections; ten aides in the surgical dressing 
group who make gauze sponges and applicators, 
wrap packages, thread suture needles and the like; 
two volunteer staff assistants who set up permanent 
catalogs for the libraries; and eighteen sewing 
aides, members of the Ladies Auxiliary Board and 
Red Cross volunteers, who make all the linen 
supplies. 

In all, 94 volunteers under the supervision of 
Mrs. Alice Wolfe, director of volunteers, are con- 
tributing their services. Working from six to 
twelve hours a week, they give the hospital more 
than 2400 hours a month of their time. This com- 
pares with the meager twenty hours a month of 
volunteer service before. 

This year the hospital decided to initiate a new 
volunteer course planned entirely for this hos- 
pital. A special volunteer group of fourteen women 
has been formed. Known as the Volunteers of the 
South Baltimore General Hospital, these women 
have been given a distinct uniform and cap. Some 
applicants came directly to the hospital, and others 
were directed to us by churches and social organi- 
zations. A new course has been devised which aims 
particularly at making use of individual qualifica- 
tions. A record has been kept of each trainee’s ex- 
perience and background. 


It is hoped that many of these new volunteers 
can be used in activities not directly concerned 
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with services to the patient and that this organiza- 
tion can be welded into a permanent group which 
will continue beyond the war. Plans are also under 
way to add efficiency by supplementing our teach- 
ing staff so that additional attention can be given 
to each trainee. 


In terms of public-relations it is too early to 
estimate the specific benefits. The hospital feels, 
however, that the volunteers have become an es- 
sential source of education throughout the city, 









Success of a Volunteer Group Depends on Careful Organization 


in telling of the charitable work of the hospital 
and in clearing up many misconceptions of hos- 
pital routine. This has resulted in our reaching a 
section of the public which could not have been 
reached in any other way. 


The hospital is confident that as the volunteers 
are better trained and more closely integrated in 
the work, the institution will show benefits that 
much more than repay the effort required to or- 
ganize and train them. 





MRS. FRANK E. ADAIR 


uR hospitals have lost from 30 to 50 per 

cent of their professional and non-profes- 

sional personnel. It seems to me we are 
limited to only two choices in solving the problem 
of lost non-professional personnel. Hospitals, all 
at the same time, will either have to raise wages in 
order to compete with defense plant salaries, or 
they will have to depend on volunteer assistance. 
I wish I knew of a hospital that is in a position to 
compete with these wages. I don’t. 


If a volunteer goes into a hospital where there 
is no volunteer organization or a poorly organized 
department, she will of course be a nuisance and 
eventually unreliable, in spite of the fact that in 
volunteering she has demonstrated her willingness 
to serve. This is the fault of the hospital and not 
of the volunteer. 


All hospitals using volunteers must have a de- 
finite volunteer organization to insure efficient 
functioning. First and very important, is the choice 
of a chairman of volunteers, a volunteer herself, 
and when it is possible there should be a salaried 
director. The supervision of volunteers is a full- 
time job, and if the department is well run, the 
directors’ salary will more than pay for itself. 


In our New York voluntary hospitals, a director’s 
salary ranges from $1200 to $2000 a year. 


Because volunteers serve in so many different 
departments, it is advisable for the volunteer de- 
partment to be directly responsible to the adminis- 
trator or director of the hospital. Another way to 
make the volunteer department more effective is 
to establish an advisory committee. It should be 
selected by the administrator, who would serve as 
a member, together with a representative of the 
medical board, a trustee, the director of nursing 
service, the chairman of volunteers, the director 





From a paper, “The Volunteer Program,” given by Mrs. Adair at 
the New York-New Jersey meeting, May 27, 1943. 
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of volunteers, and the heads of departments in 
which volunteers are used. 


The necessity for supervision of volunteers is 
twofolded. First, the volunteer must not be left in 
any doubt that the work to be done is practical 
and essential. The second reason for supervision 
is to make certain that a volunteer is well placed 
and of real help to the professional. 


Here are some of the mechanics of a well run 
department. There is an application blank which 
helps in revealing the applicant’s comprehension, 
thoroughness and neatness. There is also a time 
book. Every volunteer signs in on her arrival and 
signs out at the time of her departure. Accurate 
records should be kept of the time given by each 
volunteer, Most hospitals have a minimum service 
requirement. - 


I divide volunteers into three categories: Those 
who have taken special training, passed an exami- 
nation and received a certificate; those who have 
had a general training of hospital background and 
procedures; those with no training except what 
instruction they receive on the job. 


A fourth group of volunteers are the men. De- 
velopment of this service is quite recent and, as 
in every other volunteer field, the job opportuni- 
ties are increasing daily. 


In these times of uncertainty and change, one 
looks desperately for something stable on which 
to fasten one’s belief. The nearer we approach the 
qualities of the ideal life, the more truly can we 
believe in those qualities and their stability. Love 
of one’s fellow men, loyalty, selflessness and an 
aroused conception of one’s obligation to humanity 
—these qualities are the activating force and the 
inspiration of the service of volunteers. 

Volunteers are the living example of democracy 
at work. The volunteer system is a challenge to 
administrators, if they are to receive the greatest 
value and the broadest usefulness of this group. 
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Reporting From Washington 








The Wartime Service Bureau 


rationing developments has been the Office of 
Price Administration instructions to local war 
price and rationing boards to grant such supple- 
mentary allotments to hospitals as are necessary. 


Ts most significant among several recent food 


In announcing this change OPA said the war- 
time need for conserving rationed foods is great, 
but no hospital patient need suffer from inability 
to get foods required for his health. 


OPA authorized the local Boards to make adjust- 
ments in hospital inventories of rationed foods, if 
the opening inventory which was reported when 
they registered last March included home canned 
foods. A reduction of seven points per pound has 
been made on home-canned foodstuff, and hospitals 
wishing to claim this adjustment must apply in 
writing to their local boards. 


Another revision put into effect by OPA per- 
mits institutional users that are now permitted to 
acquire rationed food without surrendering ration 
currency or without accounting for such food, to 
report such acquisition to their local ration boards. 
The amendment applies primarily to institutional 
users that slaughter their own livestock or make 
their own butter. In certain cases, the ruling ap- 
plies also to gifts of home-processed food. 


This order applies not only to general hospitals 
but also to government and governmental agencies 
for use in their prisons, insane asylums, and other 
Group II establishments, or in their charitable 
Group III establishments, such as hospitals and 
homes for aged. 


Another inventory adjustment is permissible for 
hospital users having rationed points tied up in 
dry and dehydrated foods, which were removed 
from the rationed list on March 29. Authority to 
make such adjustments is likewise vested in the 
local board. 
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Pharmacy Corps 

When President Roosevelt signed H.R. 997 he 
did more than turn an Act of Congress into public 
law. He amended certain provisions of the National 
Defense Act of June 3, 1916, relating to the Medical 
Department of the Regular Army, thereby estab- 
lishing a Pharmacy Corps. The President’s signa- 
ture was affixed to H.R. 997 on July 12, making it 
Public Law 130. 


The corps shall consist of 72 officers in grades 
from colonel to second lieutenant, inclusive. Ap- 
pointments shall be as second lieutenant for phar- 
macists between the ages of 21 and 32 who are 
graduates of recognized schools or colleges of phar- 
macy requiring four years of instruction for grad- 
uation. 


A reserve corps also was authorized to allow 
pharmacy students to be admitted to the R. O. T. C. 
pharmacy course that calls for training at the rate 
of 90 hours of instruction per year for four college 
years. 

a e a 
Nursing Supply 

With the transfer of the Defense Health and 
Welfare Agency from Office for Emergency Man- 
agement to War Manpower Commission, personnel 
changes took place. Miss Louise Baker, care of 
WMC, 1778 Pennsylvania Avenue, will direct the 
nursing supply and distribution program under 
the supervision of Dr. Max Lapham. 


Materials Guide 

WPB’s Conservation Division has completed a 
Critical Construction Materials Design Guide. 
Those interested may obtain GPO War Board 6468 
from their local WPB authorities. 


Another guide just released by WPB’s Conserva- 
tion Division outlines the policies that should be 
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followed in selecting food storage, cooking and 
serving equipment under current WPB rulings, 
listing the items that are permitted as well as those 
that are restricted. A copy of this guide may. be 
obtained from the WPB Division of Information, 
11th and H Streets, N. W., Washington, D. C. 


Coal 

Authoritative sources say coal rationing is pos- 
sible in some areas, due to rail congestion, and hos- 
pitals are urged to order early and take what the 
dealer can supply instead of insisting on better 
grades that may not be available next fall. 


Petroleum 

Even though the volume of oil now reaching the 
East Coast every day is almost at pre-war levels, 
Acting Petroleum Administrator Ralph K. Davies 
cautioned that this does not permit the relaxation 
of restrictions on consumption, for the reason that 
this oil must supply military as well as civilian 
requirements. “When the incoming supply is more 
than sufficient to meet the military demands, plus 
the present restricted civilian consumption, we in 
the petroleum administration will be the happiest 
people in Washington, and will lose no time in 
telling the public the good news that restrictions 
on consumption can be relaxed with safety,” Mr. 


Davies said. 
a * & 


PWA to FWA 

Executive Order 9357, signed by President Roose- 
velt July 2, transfers functions, powers and duties 
of the Public Works Administration to the Federal 
Works Administrator. 

s ° 

Wartime Service Bulletin 

Interpretation of rules and regulations govern- 
ing the U. S. Cadet Nurses Corps and a copy of 
the law are being carried in Bulletin No. 9, which 
went into the mails last week. The complete set 
of rules will be found in this issue of HOSPITALS. 

e ° 

More Limitations 

Among the many amendments on limitations 
put into law during the last thirty days, the fol- 
lowing particularly fit the hospital field: 


L-214—WPB Schedule 3, issued July 13, lists 
models of surgical, medical and related furniture 
that may be manufactured of critical materials. 
General Limitation Order L-214 establishes simpli- 
fied practices with respect to manufacture of medi- 
cal equipment, supplies, instruments and materials, 
and other similar products. 


L-91—Order L-91 restricted delivery of laundry 
equipment regardless of terms of contract, sale, 
purchase or other commitments with WPB author- 
ity on PD-418. 
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L-222—Restricted production of floor sanding 
and floor maintenance machines. 


L-266—Further restricts manufacture of sterili- 
zation equipment except special standardized sizes 
which will be permitted under the ruling for the 
time being. 


L-99A—Producers, converters and jobbers are 
limited to standardized construction of bandages 
in accordance with TCS-285 which limited looms 
operating on construction of cotton cloth suitable 
for bandages and other specified users. At the same 
time, producers, converters and jobbers were or- 
dered to restrict sales to assure adequate supplies 
of bandage cloth for both military and civilian use. 


Congested Areas 

The Wartime Service Bureau is working in close 
cooperation with the Committee for Congested 
Production Areas, executive office of the president. 
It is suggested that hospitals in congested areas 
having information which would be helpful, or 
those having difficulties with the congestion prob- 
lem in such areas, contact this office. Address: 
1705 K Street, N. W., Washington, D. C. 

e td * 

CMP Notes 

At a recent conference with Everett W. Jones, 
head hospital consultant, Government Division, 
WPB, he said with reference to CMP 5-A: “For- 
tunately, the amendments of June 3 are not as 
restrictive and as serious from the hospital stand- 
point as they seem. All maintenance and repair 
supplies for plumbing, electrical, mechanical, 
building and equipment and apparatus repair 
parts and supplies can still be secured on the AA-1 
automatic rating.” 


CMP Regulation No. 6 brings materials for con- 
struction and facilities under the Controlled Ma- 
terials Plan and provides a uniform method which 
may be used to obtain materials for construction. 
Control of overflows of materials to construction 
projects is in line with WPB’s policy to eliminate 
all non-essential construction. 


Mr. Jones also advises that it will be at least 60- 
days before preference order M-328 (WPB) 
will have a beneficial effect on hospital linen 
supply. 

e € e 
Fountain Syringes 

Amendment No. 7 to MPR 301 establishes dollar 
and cent ceilings that may be charged by manu- 
facturers, wholesalers and retailers for fountain 
syringes for the first time. These ceilings apply to 
fountain syringes of reclaimed rubber which the 
industry recently has been permitted to produce 
under WPB specifications. No ceilings for new 


HOSPITALS 





syringes were established as this item is not being 
made. Substantially, the ceilings are in line with 
the prices as of December 1, 1942, or not more than 
a few cents above manufacturers’ figures of that 
date. (July’s issue of HOSPITALS revealed the 
OPA temporary ceilings on neoprene, a synthetic 
rubber, in manufacture of syringes, catheters and 
similar rubber drug sundries.) 
e e =f 

Maternity Care 

Forty states have plans in operation covering 
emergency maternity care for servicemen’s wives. 
Children’s Bureau officials say methods of comput- 
ing costs now being used in connection with this 
program are definitely a trial, and results will be 
used as an example in formulation of further 
appropriations for federal hospital assistance pro- 
grams. (A complete explanation of the program 
and cost schedule appears elsewhere in this issue 
of HOSPITALS.) 


Therapeutic Oils 

OPA has issued an amendment to Ration Order 
No. 16 which permits the use of rationed fats and 
oils for external therapeutic purposes. This in- 
cludes the use of vegetable oil, such as cottonseed 
oil, for bathing new-born infants, for external ap- 
plication in skin diseases, especially eczema, for 
urethal injection or lubrication of urethal instru- 
ments and for x-ray visualization. 


e e 9 
Efficiency Courses 


In the last few months a number of hospitals 
have conducted training within industry courses 
as recommended by the War Manpower Commis- 
sion to increasing the efficiency in war production 
plants. (Two experiences with the program are 
reported in this issue of HOSPITALS). Following 
is a revised list of WMC regional offices, to which 
hospital executives may apply for assistance in 
instituting such a course: 

District 1, Northern New England (Maine, Massa- 


chusetts, Vermont, New Hampshire). Room 1035, Park 
Square Building, Boston, Harry H. Kerr, director. 


District 2, Southern New England (Connecticut, Rhode 


Island). Room 513, 152 Temple Street, New Haven, Con- 
necticut, A. E. Whitehill, director. 


_ District 3, Upstate New York (New York state exclu- 
sive of Metropolitan New York). Sterling W. Mudge, di- 
rector. 

District 4, Metropolitan New York, Room 2026, 11 West 
42nd Street, New York City. Sterling W. Mudge, director. 


District.5, New Jersey, Room 601, 605 Broad Street, 
Newark, New Jersey. Glenn L. Gardiner, director. 
District 6, Eastern Pennsylvania and Delaware, Room 
1216, 21 South 12th Street, Philadelphia, H. W. Jones, 
director. 
_ District 7, Maryland, Room 2605, O’Sullivan Building, 
Baltimore, James H. Kahlert, director. 


District 8, Atlantic Central (Virginia, North and South 
Carolina). Raleigh Building, Fayetteville and Hargett 
co Raleigh, North Carolina, George G. Arthur, di- 
rector. 
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District 9, Southeastern (Georgia, Florida, Alabama, 
Mississippi, Central and Eastern Tennessee). 603 Grand 
Theatre Building, Atlanta, A. S. Hotchkiss, director. 


District 10, Ohio Valley (Southern Ohio, Southern West 
Virginia, Kentucky). Room 703-705, Union Trust Build- 
ing, Cincinnati, Paul Mooney, director. 


District 11, Western Pennsylvania (except Erie County) 
and Northern West Virginia, Flannery Building, Forbes 
Street and Meigran Avenue, Pittsburgh, C. S. Coler, di- 
rector. 


District 12, Northern Ohio (except Lucas County) and 
Erie County, Pennsylvania, 4th Floor, Union Commerce 
Building, Chester and E. 9 Streets, Cleveland, Oscar 


Grothe, director. 
3 * 8 


Work Week 

President Roosevelt’s signing of Executive Order 
9360, suspending the eight-hour day in certain 
government agencies, coupled with the fact that 
all federal agencies are now working on a six-day 
basis, shows the Administration’s trend away from 
the restricted use of available manpower. 


More than a third of the total number of persons 
now employed are 45 years of age or older, accord- 
ing to Paul V. McNutt, chairman of the War Man- 
power Commission. He reports that the steady rise 
in employment among older workers indicates 
employers are gradually losing their prejudice 
against this group and learning to value experi- 
ence and “steadiness.” Figures show that of 51.2 
million persons employed in May of this year, 18.8 
million were of the older group. 

@ eS e 
Laboratory Material 

Priority assistance for materials required by 
scientific and technological laboratories and deliv- 
eries of laboratory equipment are affected by two 
amended orders: P-43 and L-144. 


P-43—Assigns preference ratings and an allot- 
ment symbol to laboratories to assist them in ob- 
taining all materials and equipment needed to 
carry on scientific or technological activities. 


L-144—Restricts the delivery of any one item or 
quantity of the same item of laboratory equipment 
having a value of $50 or more, or the delivery on a 
purchase order of laboratory equipment worth 
$200 or more, even though no item or quantity of 
the same item on the order has a value of $50 or 
more, unless authorized by the WPB. 

8 ® e 
Unclassified 

As a bit of relief for this office, which hears a 
great deal of hospitals’ problems of personnel 
shortage, two WAVES telephoned recently to ask 
how they might arrange to serve as nurses’ aides 
during their nights off duty. And a WAAC, 
(WAAC will be officially changed to WAC, Sep- 
tember 1943) who had left her nurse training 
course to sign up for military service, wrote to an- 
nounce that she intended to resign soon and wanted 
to know how best to return to nurse training. 
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More Civilian Nurses? Start 
With Inventory of Needs 
And Attack from All Angles 


RALF COUCH 


Administrator of 
Hospitals, Univers- 
ity of Oregon, Med- 
ical School Hos- 
pitals and Clinics 


essary nursing care in civilian hospitals in 

wartime, when the armed forces must have 
first priorities on the limited supply of trained 
nurses, has not yet been solved. The situation is 
still dangerously confused and chaotic—partly 
because we have not analyzed the problem real- 
istically and systematically. 


T= problem of supplying the minimum of nec- 


Two things are axiomatic: Nurses must be fur- 
nished for the armed forces. A shortage of bedside 
nursing service must not cause the closing of a 
single bed in civilian hospitals. Hospitals, unlike 
many peacetime enterprises, must maintain “busi- 
ness as usual,” because they are by universal 
agreement vital to the winning of the war. 


The two statements which we have said are 
axiomatic may seem contradictory. The demand 
for nurses by the Army and Navy is greater than 
the supply being turned out by our training facili- 
ties, and the armed forces are of necessity recruit- 
ing nurses from the staffs of civilian hospitals. 
How can an increasing shortage of civilian bed- 
side nursing service be prevented, and reasonable 
standards of civilian nursing service be restored? 


I will not argue the question whether nursing 
standards have fallen below the prewar level. 
There may be individual hospitals in which nurs- 
ing standards are still on a pre-war basis. If there 
are, these hospitals have more than their share 
of nurses; for the total supply is today indisputably 
insufficient to meet the demand. We must face this 


*Presented at the Meeting of the Oregon Association of Hospi- 
tals, Portland, Oregon, April 1943. 
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fact, and exert every effort to restore minimum 
hospital nursing standards. 

The hospital nursing supply will probably not 
be restored quickly. These are wartimes. The proc- 
ess will be slow but a redistribution of nurses to 
the most essential places and the use of auxiliaries 
will relieve the impending critical situation which 
hospitals face. This could be partially accomplished 
rapidly, but the methods would be unpopular and 
should not be tried unless other plans fail. 

The rapid method of solving the problem in- 
volves control by the War Manpower Commission 
to the extent of “freezing” to the profession and 
“freezing” to the job; the equalization of wages as 
compared to those paid in war industry; and the 
most difficult task of all, the control of price trends 
and its corollary, the increased cost of living. At 
this time use of the “rapid” method seems unwise. 


There are three voluntary methods of increasing 
the supply of bedside nursing service. They are 
difficult, but all are being tried by nursing organi- 
zations and hospitals at the present time. 

Method No. 1 is to redistribute graduate nurses, 
and there are seven possibilities: 

Request the removal of graduate nurses from 
doctors’ and dentists’ offices where their services 
are not absolutely essential. 

Discontinue most of the private duty nursing 
practice and substitute with héspital general duty 
type of nursing service. 

Insist that retired or inactive graduate nurses 
return to general floor duty in hospitals if their 
health permits and arrangements can be made for 
the care of their children. It may be necessary to 
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change the tone of the appeal from a “please” to 
an “insist”. 

Remove from war industrial non-nursing service 
all those who have deserted their profession. 


Remove hospital nurses from occupations that 
could be substituted by well-trained clerks or 
stenographers, although the service rendered may 
not be as satisfactory. 

Limit the quantity of graduate nursing service 
needed for a given job to a minimum and substi- 
tute other services which are not essentially 
nursing. 

Require war industries, public health agencies, 
and sickness insurance programs to reduce the use 
of graduate nurses to a minimum. 


Method No. 2 is to increase the volume of grad- 
uate nurse training, with these five steps: 


Utilize all possible proposals for the recruitment 
of student nurses. There are many excellent ones. 


Institute the Victory Nurse Corps program. 


Stop the pernicious practice on the part of some 
graduate nurses of discouraging prospective nurs- 
ing students entering training because “the work 
is too hard” or the “pay is too small.” 


Accelerate nurse training programs as a tem- 
porary war measure. 


Establish a procurement and assignment service 
for nurses, developing a rationalized program for 
the procurement of young women which can com- 
pete with the WAACS, the WAVES, and the 
SPARS. Placing the nursing profession on a patri- 
otic basis. It is absolutely essential to the armed 
forces. 

Method No. 3 is to train nurse auxiliaries as fol- 
lows: 

Place professional approval upon the use of 
trained attendant service as an assistant to the 
graduate nurse in all possible positions. 


Develop training programs for attendants who 
are to be employed. 

Ask the Red Cross to establish the policy of 
training and recruiting nurses’ aides to accept, as 
a patriotic duty, full-time employment in hospitals 
as trained attendants. 


Give wartime recognition to the full-time em- 
ployed nurse attendant, including an appropriate 
insigne. 

Many Fail to Reply 

It is known that there are many graduate nurses 
who will not reply to inventory requests inasmuch 
as they do not appreciate the need of returning to 
the service of their profession, and, it is known 
that many graduate nurses are improperly em- 
ployed in view of the critical need of the armed 
forces and civilian hospitals. 
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Who are the hoarders? Husbands and families? 
Doctors? War industries? Health agencies? Hos- 
pitals? 

If one could evaluate the nursing service re- 
quirements of hospitals, it is quite possible that 
hoarding could be discovered, in which case they 
should “clean their own houses” of surplus. This 
does not mean that hoarding is intentional. The 
reason is lack of a uniform minimum standard for 
bedside nursing service and a method of evaluation 
that could be generally applied to hospitals. 


There is need of an inventory formula to enable 
hospitals to determine whether they are operating 
above or below a minimum war standard as far as 
bedside nursing service is concerned. 


A method of evaluating the available nursing 
service in hospitals is to be proposed in this dis- 
cussion as an example of how an inventory might 
be made. It undoubtedly has many faults, but will 
demonstrate a mechanism. 


Variety of Opinions 


The writer has conferred with hospital super- 
intendents, superintendents of nurses, an Army 
nurse recruiting officer and representatives of the 
organized nursing profession concerning evalua- 
tions necessary to establish minimum standards. 
It should be realized that suggested evaluations 
are based upon opinions and experience and are 
subject to error but standard factors can be 
changed if justified. The important point is to ar- 
rive at an acceptable method of inventory. 


The objective of the plan discussed hereinafter 
is: (a) To define nurse and nurse auxiliaries suit- 
able for bedside nursing care, (b) to evaluate 
nurse auxiliaries, (c) to suggest a maximum per 
cent of substitution, (d) to present wartime nurs- 
ing allowances, and (e) to provide working papers 
and a method of self-analysis for hospital ad- 
ministrators and others to the end that an inven- 
tory can be made to determine whether or not 
there is a surplus or shortage of bedside nursing 
service on wartime standards in any hospital 
wherein a question arises. 


Nurse and nurse auxiliaries are defined as fol- 
lows: 


Pre-War Graduate Nurses. Nurses who, because 
of recent training, experience, age and health, are 
able to give a normal eight-hour pre-war standard 
of service. 


Private Duty Graduate Nurses. Nurses who are 
capable of performing bedside nursing service on 
a general duty basis but who previously have been 
engaged chiefly in private duty nursing. 


Wartime Graduate Nurses.. Nurses who, be- 
cause of nurse inactivity, health or age, could not 
perform bedside nursing service on a pre-war 
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standard, but who may serve on a full-time or 
part-time basis at a lessened capacity. 


Student Nurses. Students, past the probationary 
period, who must devote part of their time in 
classes away from bedside nursing and as under- 
graduates are not as efficient as those who have 
completed their training. 


-Trained Nurse Attendants. Employees who have 
received on-the-job training or have taken a course 
as assistants to nurses. They are classified as full- 
time employees. 


Untrained Nurse Attendants. Attendants who 
are receiving on-the-job training or are enrolled in 
a training course and are serving full-time. 


Clerical Assistants. Clerks who are employed on 
the floor to operate the chart desk, answer tele- 
phones, and release supervisors, head nurses or 
general duty nurses for additional bedside nurs- 
ing care. 


Several graduate nurse assignments are not in- 
cluded in this study, such as operating room nurses 
and those assigned to special or admitting services. 
This discussion is devoted to the general duty bed- 
side nurse. 


The private duty nurse has been eliminated from 
evaluation and maximum substitution in this 
paper for the reason that it is anticipated that 
private duty nursing will be almost eliminated 
when war conditions become so dire that hospital 
beds will have to be closed because of lack of bed- 
side nursing service. 


All auxiliaries are evaluated in terms of a norm 
which is set, for the purpose of this discussion, 
as the eight-hour day for the pre-war type of 
graduate nurse whose complete time is devoted to 
bedside nursing, and: who can use assistants to ex- 
tend her services. 


Assigned evaluations are: (a) Pre-war type 
graduate nurse, 1.00; (b) war type graduate nurse, 
.75; (c) student nurse, .60; (d) trained nurse at- 
tendant, .50; (e) untrained nurse attendant, .40; 
and (f) clerical assistant, .25. 


In other words, it would take more war. type 
nurses and auxiliaries to provide the equivalent 
amount of nursing service delivered by pre-war 
graduate nurses. 


Calculated by Type 


Average pre-war allowances, based on ward and 
semi-private patient service requirements for each 
twenty-four hour period, have been calculated ac- 
cording to type of hospital, such as, general hos- 
pitals and those restricted to maternity, orthopedic, 
pediatric, surgical tuberculosis, and communicable 
diseases. These standards were recommended in 
the “Manual of the Essentials of Good Hospital 
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Nursing Service” prepared by the Division on 
Nursing of the Council of the American Hospital 
Association and a Committee of the National 
League of Nursing Education, and have been used 
in this discussion as a pre-war basis for the calcula- 
tion of war allowances. 


It is assumed, in view of the requirements of 
the armed forces, that patients cannot expect to 
receive pre-war bedside service and hospitals must 
make a considerable reduction in the amount of 
nursing hours per patient. Therefore an arbitrary 
reduction of 25 per cent has been assumed as a 
war standard. The average pre-war standard of 
3.25 hours for a general hospital would be reduced 
to 2.43 hours service in 24. 


Not All Are Efficient 


Consideration must also be given to inefficiency 
and indifference since one cannot assume that all 
nurses will deliver “top notch” service. Therefore 
eight hours in time does not necessarily mean 
eight hours of highly effective service. Much de- 
pends upon the hospital and the floor supervision. 


The total number of bedside nursing hours al- 
lowed for a hospital would depend upon the type 
of hospital and the average bed occupancy during 
recent periods (monthly or quarterly averages). 


In order not to over substitute and cause serious 
sacrifice of nursing standards, maxima have been 
established. Substitutions can only be made from 
classifications which are listed below the type of 
employee under consideration as itemized in the 
table, and to the extent of the percentage shown 
as follows: 


Per Cent 
Pre-War Type of Graduate Nurse 80 
War Type of Graduate Nurse 
Student Nurse (if applicable) 
Trained Nurse Attendants 
Untrained Nurse Attendants 
Clerical Assistants 














Please note that the above are maxima and 
allow wide latitude in the selection of substitutes. 


More nurse students can be enrolled in a hos- 
pital training school than are required for bedside 
nursing service, but they should only be allowed 
as a 60 per cent substitution for graduate nurses 
regardless of the overload. This will assist in main- 
taining teaching standards. 


If this discussion provides a method of assisting 
in evaluating nursing service and presents an over- 
all picture of the critical nursing situation affecting 
the armed forces, war industries, and civilian hos- 
pitals, it will have served its purpose. It is not 
intended as a panacea, but it is obvious that civil- 
ian hospitals cannot maintain a minimum standard 
of nursing service unless they are supplied with 
increased numbers of student nurses and aux- 
iliaries. 
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On Controlling OBSTETR | CAL 
RESERVATIONS 


They Can Be Kept in Adjustment to Hospital Capacity 


JOHN B. PASTORE, M.D. 


Assistant Superintendent, The New York Hospital 


maximum efficiency has always been present 

in many hospitals. It has become more acute 
in practically all hospitals since the onset of the 
present emergency. This is particularly true in the 
private and semi-private services which are rela- 
tively small and where management is subject to 
the interpretation of many physicians. It is, there- 
fore, worth while to review the various plans now 
in use, and also to discuss various possibilities. 


T= problem of utilizing obstetrical beds to the 


It should be remembered that a reservation for 
delivery also carries with it the possible admission 
during pregnancy for one of the many complica- 
tions which may occur. In other words, a certain 
number of patients may be admitted for more than 
one period of hospitalization. 


Moreover, it is the tendency in most hospitals 
to make reservation according to months, i.e., only 
a certain number of reservations can be taken for 
any one month irrespective of the actual date of 
confinement. In some hospitals the month is di- 
vided into two or even three periods. 


Such practices cannot be considered ideal, since 
all of the patients in any one period may have the 
same expected date of confinement which would 
overtax the facilities of the hospital. Also no control 
is placed on the method of calculation of the ex- 
pected date of confinement. This obviously leads 
to the practice of giving dates beyond the calcu- 
lated period in order to obtain the reservation. 


For example, for dates during the latter part of 
the month, reservations are frequently made for 
the early part of the following month. Also the 
patient whose expected date of confinement is for 
the latter part of the month is penalized because 
the cases with reservations for the early part of 
the same month absorb all available facilities. 
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Division into periods does not solve the problem, 
but.accentuates it, because of the increased num- 
ber of periods. Obviously the intentional change 
in date of reservation does not change the actual 
date of delivery. 


In addition, there is the popular notion among 
professional as well as lay people that the cal- 
culated date of expectancy has no significance. 
Although it is true that only a small percentage 
of the patients actually deliver on the expected 
date, studies show that there is uniformity in the 
curve of expectancy. 


A recent study in our hospital of 2500 deliveries 
demonstrates this clearly. The accompanying chart 
illustrates the percentage of patients delivering on 
the calculated date as well as those for each day 
before or after the E. D. C. (expected date of con- 
finement). It can be readily seen that there is 
some uniformity in the chart which means that 
the method used in calculating the E. D. C. is 
satisfactory. 


The important factor is that the same method 
be used by all doctors referring cases. The particu- 
lar method used in our study was the Naegele rule 
of adding seven days and subtracting three months 
from the first day of the last menstrual period. 
Most of the available commercial charts are satis- 
factory, providing the same type is used by all 
concerned. The upper portion of the graph shows 
a direct relationship between the weight of the 
baby and the date of delivery. This confirms the 
conclusions drawn above. 


Having established, therefore, the necessity for 
a uniform method of calculating the E. D. C. in 
any one hospital, how should the reservations be 
made? It has already been intimated that reserva- 
tions by month or even periods are not satisfactory. 
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FIGURE 1—Above: graph showing the distribution of deliveries according to the E. D. C. Below: graph showing 
weight of the baby in relation to date of delivery. 


The obvious answer is that they should be made 
according to the actual expected date of confine- 
ment. 


At first thought this seems to present a major 
clerical function, but actually it is a simple pro- 
cedure once it is established. The procedure to be 
described is one that has been in use in our private 
and semi-private services for two years and the 
results justify its publication. 


The equipment consists of a panel for each 
month of the year. Our own equipment is con- 
tained in a desk drawer and the panels can be 
pulled out for complete visualization. There is a 
ticket (ordinary marking tag) for each bed for 
each day of the month. Actually we have found 
that each ticket can be used for two days, thus 
reducing the number of tickets per bed per month 
to fifteen for a thirty-day month and sixteen for a 
thirty-one-day month. 


The dates are stamped on each ticket. The tickets 
are placed horizontally on the panel as shown in 
Figure 2. Different colors are used for semi-private 
and the various priced private rooms so that there 
is no confusion. Also each color (type of accom- 
modation) is on a different set of pins. (A, B, C, 
etc. in Figure 2.) 
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In the entire set-up, therefore, there is a ticket 
for each bed for each two days of the year, each 
month being separate, and each type of accom- 
modation on a different line and in different col- 
ored tickets. 


When a request is made for a reservation, the 
expected date of confinement is obtained and the 
clerk pulls out the panel for that month. If seven 
consecutive tickets (fourteen days) for that type of 
accommodation are available, the reservation may 
be taken. The sequence of the tickets may run into 
the following month if the E. D. C. is in the latter 
part of the month. The seven tickets are removed 
and placed in an envelope and filed with the res- 
ervation card. 


If seven consecutive tickets, ie., fourteen days, 
beginning with the date of the E. D. C. are not 
available, reservation cannot be taken, but the 
clerk does have in view what accommodations are 
available for that particular date. We use fourteen 
days because in our experience it gives us com- 
plete occupancy. 


An average period of hospitalization is twelve 
days and the two extra days take care of the ad- 
missions before delivery for complications of preg- 
nancy. At least 15 per cent occupancy should be 
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reserved for such admissions. After delivery the 
tickets are placed on the panel. 

This will, therefore, take care of not only the 
antepartum admissions, but the prolonged periods 
of hospitalization. No attempt should be made to 
estimate the number of days any one particular 
patient will remain in the hospital. 

If a cancellation occurs, the tickets are replaced 
on the panel and are available for other reserva- 
tions. Quite frequently the return of the tickets of 
one reservation makes it possible to accept two 
other reservations since it may fill in a gap in the 
panel. If the reservation is changed from one type 
of accommodation to another, the tickets are re- 
turned to the panel and others corresponding to 
the type of accommodation removed. 


Figure 3 shows the availability for the month of 
June. (Photograph was taken in February.) it can 
be readily seen from the panel that the only ac- 
commodations available for June are those repre- 
sented by tickets E, since seven consecutive tickets 
(fourteen chronological days) are still available. 
In the other classifications tickets have been re- 
moved so that seven consecutive tickets are not 
available even though there may be two or more 
tickets for any one day. 

The third factor in working out the program is 
the institution of a deposit system. This is indi- 
cated because there is a tendency of not informing 
the hospital if a reservation has been cancelled. 
Many times the hospital does not know of the can- 
cellation until after the date of the expected con- 
finement. Consequently, the reservation is lost to 
the hospital as well as to other patients. 


With the deposit system, the hospital is informed 
by the patient if abortion has occurred or if, for 
various reasons, the patient will be unable to keep 
her reservation. This is particularly true now when 
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FIGURE 2—Photograph showing panel boards used for 

reservations. Tickets A, B, C, D, and E indicate various 

types of accommodation. Number of tickets on each peg 

indicates number of beds for that particular type of 
accommodation. 


husbands in the armed forces may be transferred 
from one location to another. Whether the deposit 
is returned depends on the circumstances involved. 
The hospital should be liberal, especially if the 
reservation can be used for another patient. 


The deposit need not be excessive, but should be 
sufficient to stimulate the patient to inform the 
hospital of any changes in her plans. Twenty or 
thirty dollars is sufficient. 


The fourth factor is the tendency for hospitals 
to have too wide a scale of different priced rooms. 
These should be consolidated to two or, at the 
most, three groups. The price of the rooms can be 
so adjusted as not to reduce the income. With re- 
duction of types of accommodation the occupancy 
is greatly increased. The ticket arrangement dem- 
onstrates this very clearly. 


For example, if reservations designated by tick- 
ets A and C in the photograph were combined, 
availability for any date after the tenth of the 
month would be possible, since tickets for consecu- 
tive dates are present. In our own institution we 
have consolidated the four types of accommoda- 


FIGURE 3—Photograph showing panel board for the month of June (photograph taken in February). Only accommo- 
dations of the type E were available in February. 
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tion in our private service, represented by B, C, D, 
and E in the photographs, to two. 

In all this the cooperation of the attending ob- 
stetrician is essential, not only in calculating the 
E. D. C., but also in explaining to the patients the 
necessity for the deposit system. Unfortunately 
there is a competitive feeling among the doctors 
in trying to obtain “impossible” reservations. 

Erroneous calculations of the E. D. C. actually 
reduce the number of patients who can be cared 
for, since they overload the facilities at certain 
periods with the result that the number of reserva- 


tions has to be reduced. The ticket system also per- 
mits a complete check on the clerk, since no res- 
ervations can be made without tickets and these 


can be reviewed by the administrative staff. The 


panel serves as an index of the efficiency of the 
organization. 


It is well to keep the panel completely out of 
sight, since no one hut the clerk should know what 
reservations are available. The temptation to 
change the date to suit the availability is ever 
present. The question, “What is the earliest date 
that you have a reservation available?” should re- 
main unanswered in obstetrical cases. 


Census Bureau Foresees Drop In Number of Hospital Births 
HALBERT L. DUNN, M.D., PH.D. 


States hospitals is closely correlated with the 

number of births which will occur in them. 
An estimate.of the number of such births is de- 
pendent upon assumptions concerning the future 
course of the birth rate and of the proportion of 
births which will be delivered in hospitals. 

During World War I, the birth rate in the United 
States fell approximately 10 per cent from 1918 to 
1919. In the European belligerent countries the 
rate declined from 25 to 50 per cent. During the 
present war the fall in the birth rate between 1939 
and 1941 has ranged from about 5 per cent in Eng- 
land and Wales to 20 per cent in France. The 
smaller decreases observed in European countries 
in this war as compared with the previous war are 
probably due to the lower level of the rates be- 
fore this war and to the shorter duration of large- 
scale land battles during the first two years of the 
war. 

It is believed that the experience of the United 
States will differ from that of the European coun- 
tries and that its birth rate will fall proportion- 
ately more during the present war than in World 
War I. The chief reasons for this belief are the 
sharp rise of the rate during the past two years 
above pre-war levels, the extensive mobilization 
of men in the reproductive ages, and a longer par- 
ticipation in the war. 

It is probable that the peak of the recent birth 
rate rise was reached in February and March of 
this year and that the rate will decline during the 
remainder of the year. The rapidity of the decline 
is difficult to predict, but there is evidence to sug- 
gest that the increase of births in the first half of 
1943 over the first half of 1942 may be enough to 
balance the decrease in the last six months, so that 


Ts incidence of obstetrical cases in United 


*Dr. Dunn is chief statistician, Division of Vital Statistics, Bu- 
reau of the Census, Department of Commerce, Washington. 
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the number of births in 1943 will be about the same 
as in 1942, 

It seems reasonable at this time to expect about 
a 15 per cent fall in the birth rate between 1943 
and 1944 and if the war lasts until the end of 1944 
an additional 5 per cent drop between 1944 and 
1945, or about a 20 per cent decrease from 1943 to 
1945. 


Despite the expected sharp fall in the birth rate, 
the number of births occurring in hospitals may 
not decrease to the same degree. The proportion of 
births delivered in hospitals has increased steadily 
from 41 per cent in 1936 to 61 per cent in 1941. 
If this trend continues, about 80 per cent of the 
births in 1945 will occur in hospitals. In this case, 
even if total births fall 20 per cent between 1943 
and 1945, the number of births in hospitals would 
fall only about 11 per cent between those years. 

The table below summarizes the data for recent 
years and includes informal and unofficial predic- 
tions for the next several years. 





NUMBER OF REPORTED LIVE BIRTHS AND 

STILLBIRTHS AND NUMBER OCCURRING IN 

HOSPITALS, 1936-1942: AND PREDICTIONS 
FOR 1943-1945 








Number of live 
Number of live | Per cent of live |births and_ still- 
births and still- | births occurring |births occurring 
Year births in hospitals in hospitals 





1936 2,218,525 ; 907,377 
1937 2.276.946 1,020,072 
1938 2,360,429 ’ 
1939 2,338, 186 
1940 2,434,201 
1941 2,588,560 
1942 #2,874,000 
1943 *42,925,000 
1944 *#2,498,000 
1945 +2, 348,000 


1,133,006 
1,194,813 
1,358,284 
1,584,199 

*| 896,840 
**2, 106,000 
**| 898,480 
*% | 878,400 











*Estimated figures 
**Unofficial predictions 
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WASTED 
HOURS 


“Job Methods”’ 
Training 

Pays Dividend 
By Exposing 
Lost Motion 

In ‘Daily Routine 


SISTER M. ADELE, O.S.F. 


Assistant Administrator, 
St. Francis Hospital 
Pittsburgh, Pennsylvania 


Job Instructor Jack Burton Directs Lost Motion Study 


of twelve persons—in job methods train- 

ing, a supplement to job instructor train- 
ing, “Training Within Industry,” brought more 
than commensurate returns. 


The job instructor training course which had 
been given at the hospital several months previ- 
ously had proved a valuable aid to the two groups 
of department supervisors who had participated 
in this course of “How to Instruct.” Job methods 
training consists of five two-hour sessions with a 
group of twelve, and is given in the hospital at a 
time convenient to the hospital and those who 
attend the classes. It has as its objective job im- 
provements—a task which is part of every super- 
visor’s job. 

It is not a difficult course. The techniques of 
breaking down a job, developing a new method, 
working it out with others, and of writing up the 
proposed new method in order to sell it to the 
administrator are learned with surprising ease; 
and still more surprising, a minimum amount of 
effort. 

The group selected to take the course consisted 
of the medical records librarian, chief admitting 
officer, assistant admitting officer, chief dietitian, 
x-ray technician, laboratory technician, four nurs- 
ing supervisors, supervisor of nursing service, and 
assistant administrator. 

The classes were scheduled from 7 to 9 p.m. 


The course was short but it called for consider- 


A N investment of 120 hours—ten hours for each 
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able action. Each member was required to tell, and 
if possible to demonstrate, the present method of 
doing a job together with suggested improvements. 
Immediate interest was aroused, and it was sus- 
tained by encouraging comments and discussions 
from all members of the class. 


One of the rules of the job methods training is 
that in making improvements a person is restricted 
to the use of available materials and personnel. 


While the methods worked out by nursing serv- 
ice involved some improvements in techniques 
and the one proposed by the chief admitting officer 
suggested a new type of admission slip, the key- 
note of method improvements centered around the 
problem of traffic and consequent savings in man- 
power and elevator service. 


In order to be more specific, we wish to illustrate 
by presenting one project: Intercommunication 
between the front office and the psychopathic de- 
partment office. 

It had been observed that the clerks made many 
trips through the hospital during the day and that 
when questioned seemed to have legitimate rea- 
sons for such travel. In order to breakdown these 
jobs, we asked the clerks to fill out questionnaires 
enumerating the trips made to other departments, 
the time required for each trip and the reason for 
making it. 

In normal times, the installation of pneumatic 
tubes would be the best answer to this problem, 
but the rule applying to restricted materials had 
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to be kept in mind. Therefore, two of the offices 
involved in this traffic situation were studied and 
it was found that by eliminating, combining, and 
rearranging jobs the number of trips could be re- 
duced from 29 to 10, resulting in the saving of 
approximately 190 minutes a day or about a half 
day’s work. This is only an illustration of what 
will result when analysis is made of all the replies 
to questionnaires. 


The comparison of some of the present methods 
and the proposed methods are interesting. Clerk 
No. 1 made seven time-consuming trips during the 
day under the present methods but under the pro- 
posed methods no trips were necessary—she did 
not have to leave her desk. The trips of Clerk No. 2 
were cut from two trips to one, while Clerk No. 3 
was following the “Most satisfactory procedure at 
the present time.” Careful consideration was given 
to the trips made by each clerk and changes were 
not proposed for the sake of making changes. 


In addition to the daily saving of time it was 
found that traffic in the corridors of the hospital 
could be reduced, the elevator load could be les- 
sened, the office personnel could be spared nine- 
teen interruptions and the medical records depart- 
ment could be saved four and one-sixth hours 
monthly—the time required in pulling from the 
files approximately fifty charts—by making the 
following changes: 


Check all charts immediately upon discharge of 
the patient. 


Transfer storage of supplies to the cupboard in 
the front office. 


Send emergency requisitions for office supplies 
to supply room with mail clerk upon delivery 
of mail. 


Combine the following deliveries with other 
trips of the mail clerk: 


Checks to psychopathic department office 
Occasional bill to patient’s room 
Consultations to doctors upon request 
Charts to psychopathic department office 
Outgoing mail to mail desk 


Have cashier deliver all reports to the credit 
department. ; 


Combine delivery of deposit from psychopathic 
office with delivery of admission and discharge 
lists, and also accounts receivable record. 


The course accomplished its purpose by showing 
us a method of making jobs easier, rather than by 
making people work harder or faster. It taught us 
how to make plans for working more effectively 
and led to the conclusion thaf there are even 
greater possibilities for hospitals in job methods 
training. 


Special Training of New Personnel Helps to Solve Shortage 


LESLIE P. HARDY and W. B. FORSTER 


thousands of department heads in hospitals 

throughout America, was recently heard to 
complain, “Never have I been so discouraged over 
personnel; the situation appears to be hopeless. 
All the things we’ve worked for years to build up 
seem to be doomed.” 


A DIETITIAN, who is not much different from 


It is true that the employee situation has com- 
plicated many administrative problems during re- 
cent months. But it is not hopeless. Something can 
be done. And the fact that higher wages is not the 
only answer is proved by the fact that hospitals 
still have some employees left. 

One thing that can be done is to start a concerted 
personnel training program. Such a program com- 


bats present day difficulties in several ways. 


Mr. Hardy is director of Adult Education, Akron University and 
Mr. Forster is purchasing agent at the City Hospital of Akron. 
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It serves to “break in” an employee in a shorter 
time, thus making the effects of rapid turnover 
less disturbing. The presence of one low-efficiency 
worker in a group cuts down on the quality of 
work done by the entire group. If the learning 
period is reduced from seven or more days to two 
or three, by doing away with the “let him sink or 
swim” methods, the efficiency of the entire group 
is raised. 


Turnover is always higher in the early employ- 
ment period. The reasons for this are many, but 
among them are embarrassment and hazing at the 
hands of older workers, lack of interest in the job, 
and lack of a sense of accomplishment. Correct 
training can help to combat turnover by working 
toward the elimination of these causes. 


But turnover need not, in all cases, be a handicap. 
Every department has some procedures which are 
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out of date or which for some other reason might 
be changed to advantage. Now is the time to 
change those procedures when personnel is in a 
moving and pliable state. 


Many administrators would be happy if their 
only personnel problem were turnover; it is often 
necessary to operate with depleted staffs. It is ob- 
vious that training in correct working habits would 
be of assistance in compensating for fewer work- 
ers. Personnel training has ceased to be merely a 
desirable feature and has become a necessity. The 
challenge of high turnover and incompetent per- 
sonnel dare not be passed over lightly; it involves 
more than just meeting present emergencies. One 
of the best answers to this challenge is the em- 
ployee training program set up by the War Man- 
power Commission. 


Teaching the teachers to teach is the first step 
in the program. Since the teaching procedure does 
not change, no matter what the details of the job 
are, the course is outlined in four major steps. 


At the City Hospital of Akron, the instructor 
from the Training Within Industry division of the 
War Manpower Commission started the group of 
department heads and key persons, to whom a new 
worker might be assigned for breaking in, on the 
use of the simple “underwriter’s knot” which elec- 
tricians use to prevent the pulling of electric wires 
from lamp plugs. 


He first told the class how to tie it. The descrip- 
tion was good but no one could tie it from verbal 
instructions. Frequently one hears the explanation 
of a failure, “He didn’t do it like I told him.” This 
simple demonstration proved that telling alone 
was not enough. 


Next the instructor performed the operation 
without description and still no one could tie the 
knot; thus he proved that showing alone is not 
enough. 


He next presented the operation of tying the 
knot step by step. He described each step of the 
operation as he proceeded slowly to complete the 
knot; he stressed the key points and devised key 
words and phrases to dramatize the story. Thus 
he demonstrated the proper presentation of an 
operation by both telling and showing. 


Until the worker can perform the operation him- 
self, he has not learned. It is logical, then, that the 
next step should be that of trying to do it himself. 
Here again the underwriter’s knot proved a good 
example. The volunteer learner was tested by al- 
lowing him to tie the knot for the instructor, and 
at the same time tell what he was doing, step by 
step. That operation was repeated until the in- 
structor was sure that the learner had learned. 


The follow up comes when the trainee is on his 
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Demonstration of How to Section a Grapefruit 


own. He must show that he not only has learned 
the procedure but that he has made the correct 
performance of it a habit. 


When the class had completed its course in job 
instruction, it was ready to proceed with some 
actual teaching. Just as with the example of the 
knot, these key people were to do their instructing 
by showing and telling, by having the learner per- 
form and describe the operation, and by having 
the learner repeat the process until the instructor 
has been convinced that the learner has learned. 


Each person of the group taught the perform- 
ance of a task to one of his fellow students. The 
tasks were simple—the kind any adult might feel 
he could do—but the correct performance of the 
task was a challenge and a source of pride and 
satisfaction when the job was well done. 


Some of the tasks which they taught were: How 
to make a sandwich; how to prepare a tray; how 
to serve coffee for trays; how to poach an egg; 
how to section an orange; how to cut a lemon for 
tea; how to prepare a grapefruit; how to prepare 
lettuce cups for salad; and how to connect and 
disconnect a food truck. 


All sessions of the class were received with a 
great deal of enthusiasm by the entire group. One 
department head commented, “I used to feel dis- 
couraged each time I saw a new worker in my 
division, but I now greet each one with enthusiasm 
because I feel that here is another challenge to my 
teaching ability and another chance for me to 
improve my department.” 
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Price Trend of Hospital Commodities 
McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 





MONTHLY INDICES FOR HOSPITALS 


July July July July July July July Jan. 
1936 1937 1938 1939 1940 1941 1942 1943 


ALL COMMODITIES! 74.5 86.1 70.1 65.9 69.5 85.6 97.6 101.6 


Industrial! ; 83.1 71.5 ‘ 76.1 89.1 94.4 95.1 
Agricultural! i 75.5 56.1 , 59.0 75.1 88.8 96.2 
Livestock! a : 103.2 78.9 ; 64.3 91.6 119.8 127.4 
Food Index? Sipe : 86.2 74.3 A 70.3 84.7 99.2 105.2 
Factory Employment?.. Sees ——— —— i 103.1 135.5 153.4 165.0 
Factory Pay Rolls? — —— : 106.6 172.0 242.7 290.9 
Cost of Living? 102.8 100.9 ‘ 100.5 104.6 116.4 120.6 


IMcGill Index *Bureau of Labor *Estimated 





ingness on the part of the public as well as the 

farm bloc and labor unions to test out eco- 
nomic experimentation have seriously jeopardized 
sound thinking. As the European war is bound to 
end sooner or later, and we reiterate that the issue 
will be largely settled before the end of 1943, no 
time should be lost in striving with all our ability 
to get back as quickly as possible on the right 
track. Many believe that economic conditions 
throughout the world over a period of decades 
justify economic experimentation. 


Te: seriousness of the global war and the will- 


The question is, Just how much have conditions 
changed? Fundamentally, the basic problems that 
have prevailed in both peace and war times over 
the past two hundred years have remained the 
same. It should be recognized at the very outset 
that there are definite economic laws just as there 
are basic laws of nature. We have yet to witness 
any satisfactory substitution for these recognized 
laws. The truth of the matter is that the long siege 
of unorthodox practices which started more than 
a decade ago has led us into a state of confusion 
and chaos which in turn tends to encourage even 
more intensified and radical new schemes for the 
purpose of leading the way out. 


Before jumping to conclusions as regards what 
direction to follow in the post-war era, it is a good 
idea to make a special effort to determine just 
where we are today. Space will not permit a de- 
tailed treatise of all the various forms of economic 
formulas which have been employed during the 
past ten years. Few have worked in a practical 
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manner and all of the major experiences have 
proved a dismal failure, starting with a good buy- 
ing policy to raised prices and brought up-to-date 
by the muddle of the price situation under OPA. 
Businessmen will recall the gold buying policy to 
raise prices, the inability to maintain the ever- 
normal granary, the philosophy of scarcity, deficit 
spending, and the shorter work week to restore 
full employment. 


True, such experiments proved popular from a 
political standpoint, but in the final analysis it is 
the ultimate outcome from the standpoint of our 
national economy that really counts. Because of 
the failure of new man-made formulas during the 
past decade we view with great skepticism the 
new ideas now being launched as regards funda- 
mental economic policies in the post-war era. The 
plans call for doubling and even tripling pre-war 
spending in the endeavor to cushion any post-war 
readjustment. It was thought practical some years 
ago to cut the 40-hour week in half in order to as- 
sure full employment. The question that we wish 
to ask is, If none of the experiments solved the 
problem in the past, why is there any ground for 
assuming that we can spend our way out of eco- 
nomic adversity or by reducing the work week 
and thereby reducing income? 


In the final analysis, it is indeed a question of 
going back to economic principles to accomplish 
results, not necessarily in the course of a few 
weeks or months, but particularly from a longer- 
range standpoint. After all, if govenmental powers 
endorse a $25 billion budget, it stands to reason 
that taxation would reach such burdensome pro- 
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portions that profit margins or purchasing power 
would almost totally disappear. We cannot have a 
sound economy on the basis of reduced salaries 
and wages because this would merely reduce pur- 
chasing power, and in turn, production. Neither 
can we have a healthy national economy under the 
yoke of unprecedented taxation. Managed econ- 
omy is unquestionably a good thing when it is 
based on sound economic principles. The trouble is 
that managed economy and political economics are 
like water and oil and cannot be mixed. 


We are assuming that it is the great desire of 
everyone to return to the American way after the 
war is over. In a democracy there is only one thing 
that makes possible a high level of employment, 
namely, good business conditions. The records of 
the past show that business is good only when 
there is an outstanding opportunity to make 
profits. The profit motive has been curbed to the 
irreducible minimum which has been sanctioned 
throughout the war as a part of the anti-infla- 
tionary program. However, there are no signs that 
political economists recognize the fact that unless 
the profit motive is restored at an early date after 
hostilities cease there will be absolutely no in- 
centive for the masses to either invest or buy 
aggressively. 


The point that we are endeavoring to stress is 
that a restoration of so-called old-fashioned eco- 
nomic principles is imperative. This means a policy 
that is almost a reversal of present practices. Cer- 
tainly, there is no point in pyramiding our national 
economic unstability by permitting economic ex- 
perimentation to continue unchecked. We urge 
businessmen to break away from the artificial as- 
pect and take the stand that the only true per- 
spective is by supporting time-tested economic 
principles which to date have never failed. 


Commodity Prices 

This is a late date to be reorganizing basic prin- 
ciples of control as regards the price status. Here 
again, there is no clear-cut program. One thing is 
certain, namely, adequate profit margins must pre- 
vail if maximum production is to be attained. 
Wage rates are increasing, and remember the cost 
of doing business has increased no less than 3 or 
4% as a result of manpower shortage, detailed 
service involved in rationing, etc. A lull in the 
upward price march is now being witnessed, but 
we predict a renewal of advancing prices by the 
late third quarter. 


Drugs and Chemicals 


Despite a high rate of production, the persistence 
of demand eliminates any opportunity to build up 
sizeable reserve stockpiles. Government controls 
are tightening and equally important, government 
requirements are on the increase for military and 
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lend-lease purposes. The balance of the war period 
can undoubtedly be successfully bridged without 
witnessing any serious shortage of drugs and 
chemicals in general. However, it is a foregone 
conclusion that the margin between supply and 
demand will remain exceedingly thin. 


Paper Products 


We have endeavored to point out in recent 
months that underlying conditions in the paper 
situation were unhealthy. Our studies clearly show 
that the situation is day-by-day growing worse. 
The trouble is that demand has eclipsed production 
which has resulted in an increasing backlog of un- 
filled orders. The plan to increase the supply of 
pulpwood is easier said than done because of the 
obvious obstacles in the form of manpower short- 
age and restricted transportation facilities. The sit- 
uation is so complicated that priorities for paper 
may materialize by the closing quarter. Maintain 
maximum reserves of all types of paper. 


Cotton Goods 


With raw cotton prices holding on a fairly stable 
basis and a higher average indicated for next fall 
and winter, the question of ceilings on cotton goods 
is taking on added importance. Raw cotton will 
probably be slightly cheaper during the marketing 
season, which will alleviate the squeeze at the 
present time. After the crop is marketed, however, 
the price will probably move higher, and at that 
time it seems likely that ceiling prices will have to 
be adjusted upward in order to increase mill profit 
margins, or the industry as a whole will have to be 
subsidized by the Government. Supplies of cotton 
goods in civilian channels currently appear some- 
what limited in terms of demand. However, this 
situation may be alleviated if an increased supply 
of burlap makes it possible for looms which are 
now working on bagging materials to reconvert to 
other types of goods. For the present a strong 
statistical position is clearly indicated and pur- 
chasing agents should continue protective purchas- 
ing policies. 

Fuels 
It is estimated that approximately 20,000,000 tons 


of bituminous coal production have been lost since 


April 1 due to the many shutdowns that have 
taken place. However, during the first five months 
of this year 250,000,000 tons of coal were produced. 
If during the balance of the year production could 
be increased to equal the monthly output of 
56,450,000 tons mined in March, the production goal 
of 600,000,000 tons could easily be achieved, and 
consequently, there would be no need for ration- 
ing. However, the production achieved this year, 
of course, depends upon future actions of the mine 
labor unions. At present the miners are working 
under an agreement which will expire on October 
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31. If there is another work stoppage at that time 
the situation will become exceedingly critical be- 
cause it will occur at the beginning of the winter 
season. Therefore, the entire situation revolves 
around the possibility of another strike later in the 
year. Latest statistics place the estimated supply 
of bituminous and anthracite coal in industries in 
the United States and Canada at 80,120,000 tons. 
This compares with 92,806,000 tons on December 1, 
1942, and 68,664,000 tons on June 1, 1942. In view of 
the disturbing factors which still exist, business- 
men are justified in building reserves to the maxi- 
mum level possible. 


- The situation in regard to residual fuel oils is 
none too favorable, and projected military and 
other essential requirements seem destined to 
create a tighter supply status by the end of the 
year. At present stocks or residual oil total 67,- 
455,000 barrels, which is quite a contrast to the 
year-earlier figure of 78,934,000 barrels. Although 
both crude production and refinery runs are aver- 
aging above a year ago, further increases will be 
needed if requirements are to be met. The supply 
of distillate fuels is now just about equal to a year 
ago, and the usual seasonal increase in reserve 
stocks is taking place. In the East Coast area, 
however, the stockpiling movement has not yet 
achieved the necessary proportions to create ade- 
quate supplies for the heating season this year. 
Capacity operations of the big inch pipe line 
scheduled for September 1, may alleviate the sit- 
uation somewhat, but with constantly growing 
military demands for petroleum products the sup- 
ply for household use is not expected to be much 
greater in the East Coast area than it was last 
winter. 


The down trend in gasoline stocks has continued 
but national reserves are now more than 10 million 
barrels below a year ago. This stock situation be- 
comes even more pronounced when the totals for 
the eastern area are compared with last year. The 
petroleum industry, despite manpower and ma- 
chinery shortages, came close to meeting the pro- 
jected requirements during the first half of the 
year. However, in the case of gasoline, civilian de- 
mands during the second quarter of the year were 
between 5 and 10 per cent greater than had been 
anticipated, and consequently, there was not 
enough production to hold the reserve stockpile 
at the desired level. A further drain on gasoline 
supplies can be expected in the immediate future, 
and on the basis of present statistical information 
civilian consumption may be under greater re- 
strictions shortly. 


Groceries 
Despite the inauguration of price rollbacks and 
the subsidy plan, the cost of living has continued 
to forge upward. The latest figure is more than 25 
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per cent above the level prevailing in 1940. For- 
tunately, growing conditions have improved, but 
even under the most optimistic conditions aggre- 
gate production of foodstuffs in the United States 
this year will not only fall substantially under the 
pre-arranged goal, but will fail to equal last year’s 
volume. It stands to reason that the cost of produc- 
tion is steadily mounting, and we are progressing 
on the premise that the Administration will ap- 
prove higher ceilings for farm products from a 
longer-range standpoint. Our studies clearly in- 
dicate that even though acreage is expanded on a 
major scale in 1944, before the harvesting season 
takes place there will be a quite serious shortage 
of foodstuffs. Plan on higher prices for grocery 
products. 
Dairy Products 


Total production of butter this year has failed to 
equal the high average in the three preceding 
years. Nevertheless, cold storage holdings, which 
declined radically during the first half of 1942, have 
experienced an outstanding snap-back this year, 
and current holdings are well above the five-year 
average. Government commitments for military 
and lend-lease will continue heavy. Artificial 
forces predominate in the price structure, and gov- 
ernment support will prevent important price 
fluctuations. The reduction in the supply for civil- 
ian use has now reached the irreducible minimum. 


Factory production of cheese for the first half of 


. 1943 dropped sharply under the volume chronicled 


in 1942. Government purchases have held the spot- 
light, and it is not surprising that cold storage 
holdings are currently well under the previous 
five-year average. This month the Government 
will absorb 70 per cent of the Cheddar cheese pro- 
duction. The way matters now stand, civilian con- 
sumption over the next twelve-month period will 
register a contraction of at least 10 to 15 per cent. 
This means a tightening in civilian rationing. 
Prices will remain on a firm basis. 


During the past two years ample supplies of feed 
and favorable prices have resulted in unprece- 
dented production, and so far this year cash farm 
income from eggs has increased about 50 per cent 
over 1942. Purchasing agents will recall that there 
was a record demand for baby chicks this past 
spring. In view of these conditions it is not sur- 
prising that production this year has forged ahead 
to new records, and cold storage holdings now 
stand substantially above the five-year average. 
The future presents a different picture. Price 
manipulation, narrowing profit margins, and short- 
age of feedstuffs are bound to, first, curb the pro- 
duction cycle, and second, encourage heavier liq- 
uidation. There is great danger that unorthodox 
price procedure will result in a shortage of poultry 
and eggs from a longer-range standpoint. 
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Government View of Hospital Costs: 


Policies Pertaining to the Purchase of Hos- 


A. L. VAN HORN, M.D. 


EDWIN F. DAILY, M.D. 
Division of Health Services, U. S. Children’s Bureau 


Social Security Act, the Children’s Bureau, 

U. S. Department of Labor, has since 1936 
been charged with the responsibility for admin- 
istration of that portion of the act covering mater- 
nal and child-health and crippled children’s 
services. At the present time these services are 
being provided in each of the 48 states, Alaska, 
Hawaii, District of Columbia, and Puerto Rico. 


| sc the provisions of Title V of the Federal 


In the program of services for crippled children 
a considerable part of the activities and of the ex- 
penditure of funds is concerned directly with pro- 
visions for hospital care. Some idea of the volume 
of this phase of the state programs may be gained 
from the reports of activities for a period of one 
year. These reports show that under the state plans 
approved by the chief of the Children’s Bureau 
(these do not necessarily include all services with- 
in a state) over 36,000 crippled children are given 
1,375,000 days’ care annually in about 600 hospitals 
and that over $3,000,000 is expended each year by 
state agencies in the purchase of hospital care from 
these hospitals. 


A recent summary of the hospitals used under 
the crippled children’s program indicated that 78 
per cent were voluntary hospitals, 15 per cent were 
government owned (state, county or municipal), 
6 per cent were proprietary hospitals and the re- 
maining 1 per cent were not clearly defined as to 
ownership. 


Among the health needs emerging from the con- 
tingencies of war are provisions for maternity care, 
including both medical and hospital care, for the 
Wives of enlisted men in the armed forces and for 
medical and hospital care of their infants during 
the first year of life. Such provisions were made in 
a deficiency appropriation bill passed by Congress 
on March 18, 1943, authorizing an appropriation of 
$1,200,000 to cover these services during the three 
months’ period ending June 30, 1943. Since then an 
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pital Care Under State Maternal and Child 
Health and Crippled Children’s Programs 


additional appropriation of $4,400,000 has been 
made to continue these services into the fiscal year 
1944. Responsibilities for the administration of this 
program at the federal level rests with the Chil- 
dren’s Bureau and it is being closely integrated 
with the existing maternal and child-health pro- 
grams now conducted by all state health depart- 
ments. At least one-half of the funds being ex- 
pended under this program are for the purchase 
of hospital care and the number of hospitals whose 
facilities will be used will exceed by several thou- 
sand the number under the crippled children’s 
program. Even prior to the inauguration of the 
emergency maternity and infant care services a 
number of state health departments were develop- 
ing medical care programs for mothers and chil- 
dren and were including provisions for hospital 
care. 


It is apparent therefore that the Children’s 
Bureau and the state agencies administering ma- 
ternal and child-health services and services for 
crippled children have been involved in the pur- 
chase of hospital care from public funds for the 
past seven years and that under the emergency 
maternity and infant care program there is now 
developing a rapid expansion in the purchase of 
hospital care by state health agencies which will 
be of interest and concern to the vast majority of 
hospitals both large and small throughout the en- 
tire country. 


As early as 1936 the Children’s Bureau brought 
to the attention of its Advisory Committee on 
Services for Crippled Children the need for enun- 
ciating a general policy pertaining to the purchase 
of hospital care for crippled children from public 
funds. At that time the committee made the fol- 
lowing recommendation: 

“The official state agencies should endeavor 
to obtain from each hospital a flat rate that 


includes all the necessary services. This rate 
should be based on the average cost of ward 
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care of crippled children, both acute and 
chronic cases.” 
Accordingly, it was apparent that the advisory 
committee believe that the rate should be based 
on the cost for providing hospital care, that: this 
cost should be computed for ward care and that 


the rate should be all-inclusive without, extra. 


charges. 


The experience of state agencies in carrying out 
such a policy has been anything but uniform but 
has been extremely valuable in pointing up the 
problems which were frequently encountered. In 
some instances it was known that state agencies 
bargained with hospitals for rates which were ob- 
viously below cost and the differences had to be 
borne by the hospitals. In other instances we were 
informed that even when state agencies agreed to 
pay rates based on the ward cost per patient day 
the hospitals were reluctant to furnish a statement 
of operating cost or when such statements were 
submitted by several hospitals in the same com- 
munity they showed such a lack of uniformity in 
methods of computing cost that the state agency 
did not feel justified in accepting the cost state- 
ments as a basis for establishing rates to be paid 
for hospital care. Perhaps the most frequent objec- 
tion raised by hospital administrators was the use 
of an all-inclusive rate, although the state agencies 
repeatedly pointed out that they were willing to 
have all hospital services included in the computa- 
tion of ward cost per patient day which would 
cover charges previously made for such extra 
items as operating room, anesthetist, anesthesia, 
laboratory, x-ray, casts, physiotherapy and a vari- 
ety of other services. 


Considerable light was thrown on this problem 
of relations between public authorities and hos- 
pitals in the expenditure of tax funds for hospital 
care when the joint committee of the American 
Hospital Association and the American Public 
Welfare Association published its report “Hospital 
Care for the Needy” in the August 1938 issue of 
HOSPITALS and a subsequent report in the Janu- 
ary 1939 issue of HOSPITALS. Many of the prin- 
ciples recommended in the report of this joint 
committee have served as a valuable guide to the 
Children’s Bureau in establishing its policies on 
the purchase of hospital care under crippled chil- 
dren’s or maternal and child-health programs. 


Principles Studied 

Recognizing an urgent need for establishing a 
more clear-cut policy on the purchase of hospital 
care from public funds the Children’s Bureau in 
1942 called in an advisory group of hospital admin- 
istrators and consultants to consider with the Chil- 
dren’s Bureau the desirable principles and policies 
which should be followed. As a result of this pre- 
liminary conference a tentative statement was 
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drawn up and was submitted to a number of siate 
agencies for comment and criticism. This state- 
ment was then revised and submitted to all state 
agencies administering maternal and child-health 
or crippled children’s services one year in advance 
of the effective date of the policies, July 1, 1943. 
Following receipt of numerous helpful suggestions 
and criticisms the statement of policy was again 
revised on March 15, 1943. 


The Children’s Bureau recognizes that this is but 
an initial approach by a federal agency to the 
problem of purchase of hospital care from public 
funds and is convinced that even the present poli- 
cies after considerable refinement will need fur- 
ther revision in the light of experience gained in 
carrying out the policy as now stated. The Chil- 
dren’s Bureau is willing to consider any and all 
suggestions made by public authorities, hospital 
administrators and others for further revisions in 
the present policies which will place them on a 
more equitable basis both from the standpoint of 
hospitals and the public agencies. 


Summary of Policies 
A summary of the policies as given in the March 
15, 1943, memorandum from the chief of the Chil- 
dren’s Bureau to state agencies administering 
crippled children services or maternal and child- 
health services and which became effective in all 
states as of July 1, 1943, is as follows: 

“The Children’s Bureau recommends as a 
desirable policy that state agencies purchase 
hospital care at the ward cost per patient day 
calculated in accordance with the method 
specified in this memorandum (unless the per 
diem rates have been established by law.)” 
Under this policy state agencies have been re- 

questing certified statements of operating expense 
of the hospitals from which care is to be purchased 
during the year. These statements are to include 
the calculation of ward cost per patient day for 
the hospitals most recent accounting year and in 
accordance with the method outlined in the memo- 
randum. 


The basis specified in the memorandum follows 
closely the method of computing operating ex- 
pense officially adopted by the American Hospital 
Association. It is generally recognized by hospital 
administrators that no system of hospital account- 
ing yet devised has failed to meet criticisms and 
objections. However, it appears that the system 
adopted by the American Hospital Association is 
the simplest and most practical for use at the 
present time. Those hospitals using more elaborate 
systems should encounter no difficulty in transfer- 
ring the appropriate items to the statement of 
operating expense as recommended by the Amer- 
ican Hospital Association. 


“Hospital care purchased with funds from 
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maternal and child-health and crippled chil- 
dren’s services under plans approved by the 
chief of Children’s Bureau shall be at a rate 
not to exceed the ward cost per patient day 
calculated by each hospital on the basis speci- 
fied in this memorandum.” 

(In several states, laws have been passed gov- 
erning the rates which may be paid for hospital 
care under these programs. Rates are also estab- 
lished for certain governmental hospitals such as 
the Indian hospitals where the rates are estab- 
lished by the Federal Board of Hospitalization. The 
same is true in certain state, county or municipal 
hospitals.) 

Cost of Ward Care 

For the purpose of computing the cost of ward 
care it has been estimated that the cost of ward 
care approximates 85 per cent of the cost per pa- 
tient day for all types of in-patient service (private 
room service, semi-private room service, and ward 
service). It is recognized that these proportions 
would not apply for all hospitals since they are 
influenced by the proportion of available beds in 
wards and semi-private or private rooms; the pro- 
portionate occupancy of ward beds and those in 
semi-private or private accommodations; and ac- 
tual difference in the amount or quality of services 
or supplies used in the hospital care of ward pa- 
tients and of those served in semi-private or private 
accommodations. Therefore, if it is found by some 
hospitals that the cost of ward care per patient day 
is in excess of 85 per cent of the cost for all types of 
in-patient service per patient day, a statement may 
be submitted by the hospital to the state agency 
showing in detail the allocation of expenses to the 
various types of service. It is obvious that in hos- 
pitals where only ward care is provided the per 
patient day cost represents ward cost per patient 


‘day and the 85 per cent would not apply. Likewise 


in hospitals where only private room service is 
provided, as is true in many small rural hospitals, 
there would be no 15 per cent reduction of the per 
patient day cost to arrive at a per diem ward cost. 


“These ward costs per patient day are to be 
inclusive of all operating costs: for in-patient 
hospital care, including operating room, drugs, 
casts, laboratory, x-rays, anesthesia, physical 
therapy and other services rendered by indi- 
viduals who receive salaries, fees or commis- 
sions from the hospital for such services. 


In connection with the footnote, it should be 
pointed out that under the policies recommended 
by the Children’s Bureau a 10 per cent allowance 
is added to the calculated cost of in-patient service 
per patient day to cover all expenses, such as re- 
Placement of equipment, depreciation of buildings, 
Tent and interest, not covered by the items listed 
for inclusion in the statement of operating expense. 


e—_—_— 


Capital expenditures such as purchase of land, building and 
permanent improvements are, of course, not included in operat- 
ing expenses,’ 


August 1943 


In instances where the roentgenologist, clinical 
pathologist or anesthetist receive no salaries, fees 
or commissions from the hospital, the cost of their 
services would not be included in computing the 
hospital operating expense and they would be paid 
separately by the state agency for services author- 
ized. In the majority of instances, however, these 
departments are an integral part of the hospital 
service, the cost of maintaining them is included 
in the statement of overating expense, and is 
therefore reflected in the all-inclusive per diem 
cost rates. 


In small hospitals having no drug room or phar- 
macy the annual costs for purchase of drugs may 


-be included in the statement of operating expense 


or drugs may be considered as a separate charge 
made by the druggist to the state agency and ex- 
cluded from the statement of operating expense. 

“Extra charges may be made only for ap- 
pliances and for a very few infrequent and 
unusually expensive items, such as the pur- 
chase of blood for transfusion.” 

This policy is in keeping with the general 
principle of all-inclusive rates. However, it is re- 
cognized that occasionally expensive sera and 
other biologicals are required for the treatment 
of certain patients. The hospital should not be ex- 
pected to bear such costs. 

“The statement of operating expenses should 
exclude all expenditures for educational and 
religious purposes, research, the value of do- 
nated or volunteer services, out-patient serv- 
ices, replacement of equipment, depreciation 
of buildings or equipment, rent, interest and 
other non-hospital operating expenses, such as 
gift shops, lunch counters and so forth.” 

By expenditures for educational purposes is 
meant direct charges in connection with medical 
or nursing education. For example, the salary of 
a full-time instructor in nursing education, the cost 
of books, etc. Maintenance of student nurses may 
be included in the statement of operating cost. 


Donated Service 


Exclusion of donated or volunteer services from 
the statement of operating expenses is being made 
because such services do not obligate the hospital 
for any financial reimbursement and therefore 
does not represent a direct cost for providing hos- 
pital care. Maintenance for members of various 
religious orders who serve in many hospitals on a 
volunteer basis may be included in the operating 
expense. However, expenditures for their personal 
welfare, such as habits, travel expenses to mother 
house or retreat, dental care, etc., are not to be 
included as a hospital operating expense. 


Expenditures for out-patient service are to be 
excluded inasmuch as the ward cost per patient 
day should be computed only on the basis of costs 
for in-patient service. The cost of all services ren- 
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dered individuals not occupying a regular hospital 
bed or bassinet should be listed under out-patient 
operating expenses. Where difficulties are encoun- 
tered in segregating such costs it is recommended 
that the cost of out-patient services be estimated 
on the basis of $1.50 per clinic visit. 


Ten Per Cent Allowance 


With reference to the other items listed for ex- 
clusion from the statement of operating expenses, 
attention is again called to the additional allow- 
ance of 10 per cent of the cost of in-patient service 
per patient day to cover such items as replacement 
of equipment, depreciation of buildings, rent, and 
interest. 

“Payments per patient day for ward care 
after 14 days’ hospitalization of any individual 
shall not exceed 75 per cent of the calculated 
ward cost per patient day unless the average 
length of stay for the hospital is longer than 
14 days, in which case the 25 per cent reduc- 
tion in rate should apply for the period of 
hospitalization of an individual beyond the 
average length of stay for the hospital. In such 
cases these hospitals should furnish as a part 
of their statement the calculation of the aver- 
age length of stay.” 

It is generally recognized that the cost of provid- 
ing hospital care to the average patient is greatest 
during the first few days of hospitalization and 
least during the period of prolonged convalescence. 
Experience has shown that the average duration 
of hospital stay for a crippled child is about 34 
days, whereas the average length of stay for all 
patients in a general hospital is only about 10 days. 
Calculations of ward cost per patient day based on 
an average stay of 10 days and covering the most 
costly period of hospitalization would not seem to 
apply during periods of prolonged convalescence, 
when it is known that the actual cost for providing 
care is less. In view of the average length of stay 
being 10 days it seemed reasonable to designate 
14 days as the period beyond which a “convales- 
cent” rate would apply. 


Since the inauguration of the emergency ma- 
ternity and infant care program the Children’s 
Bureau recognizes the fact that many patients are 
being authorized for admission to hospitals who 
will remain less than 10 days, in contrast to the 
longer period of hospitalization for crippled chil- 
dren. As soon as sufficient experience has been 
gained, this portion of the policy will be revised 
to provide for more equitable reimbursement for 
the hospital care of patients hospitalized less than 
10 days. In the meantime cooperation will be 
greatly appreciated in carrying forward the policy 
in effect at present. 

In many states there will be some hospitals used 


under the emergency maternity and infant care 
program where the number of patients authorized 
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for hospital care by the state agency will be so 
few that less than $500 will be paid the hospital 
during the year for such services. In these in- 
stances no statement of operating costs will be 
requested. Such hospitals may submit statements 
of operating expenses and calculations of ward 
costs per patient day as described above or may 
accept payments from these funds on the basis of 
a uniform inclusive ward rate established by the 
state agency for such hospitals. However, in the 
case of hospitals which receive $500 or more for 
hospital care rendered to patients authorized by 
state agencies under the crippled children or ma- 
ternal and child-health programs, such a hospital 
is to provide the state agency with a statement 
of its operating expenses and calculation of ward 
costs per patient day for its most recent account- 
ing year. This statement to be certified by a com- 
petent public accountant who is not an employee 
of the hospital. The statement of operating ex- 
penses from hospitals operated by the city, county, 
state or federal governments need not be certified 
by a public accountant if certified by the chief 
executive officer of the hospital. Also where hos- 
pital accounts are audited and certified by ac- 
countants employed by state agencies authorized 
by state law or regulation to perform these func- 
tions such certification will be acceptable. 


If any hospital is unable or unwilling to have 
its statement of operating cost properly certified 
as described above the Children’s Bureau has 
recommended to state agencies that such hospitals 
be paid at the rate shown in the calculated ward 
cost per patient day, provided such rate is not in 
excess of $4.25. Where such costs are in excess of 
$4.25, the all-inclusive $4.25 rate would apply un- 
less the hospital wished to furnish a properly cer- 
tified statement of operating cost. 


Rate Ceiling 

In certain instances it is expected that the calcu- 
lated ward cost per patient day will be excessive 
as compared with ward costs per patient day for 
services of comparable quality in other hospitals 
in the state. In such cases we believe it is sound 
public policy for the state agency to establish a 
maximum ward rate to be paid under the pro- 
grams. Such a ceiling placed on rates should be 
sufficiently high to be consistent with costs for 
providing a satisfactory quality of hospital care in 
all sections of the state, both urban and rural. 


Since the development of these policies by the 
Children’s Bureau in conference with its hospital 
advisory group, an expert in the field of hospital 
cost accounting has been employed by the Chil- 
dren’s Bureau on a part-time basis to assist in the 
review of statements of operating cost, to serve in 
an advisory and consultative capacity to members 
of the Children’s Bureau staff who are working 
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with state agencies and hospital administrators on 
the completion of cost statements and also to con- 
fer directly with state agencies and hospital ad- 
ministrators on any special problems which may 
arise in connection with hospital cost accounting 
procedures in relation to the policies of the Chil- 
dren’s Bureau. 


During the past few weeks representatives of 
the Children’s Bureau, together with the con- 
sultant on hospital cost accounting, have held 
regional conferences with state agencies, hospital 
administrators and representatives of state hos- 
pital associations. Without exception, these meet- 
ings have proven to be invaluable in affording an 
opportunity for an exchange of ideas between hos- 


pital administrators and representatives of state 
agencies and the Children’s Bureau. Largely as a 
result of these conferences, the Children’s Bureau 
is now giving serious consideration to certain re- 
visions in the policies along the lines recommended 
by a majority of hospital administrators and rep- 
resentatives of state agencies. 


The Children’s Bureau appreciates the fine spirit 
of cooperation which has been shown in all parts 
of the country by hospital administrators and rep- 
resentatives of state hospital associations. It is only 
through such cooperative action that progress can 
be made in evolving a sound, effective and equit- 
able policy relating to the purchase of hospital 
care from public tax funds. 





| Invitation to Find Fault Dulls the Patient's Desire 





LEONARD W. HAMBLIN 


Superintendent, Kewanee Public Hospital 
Kewanee, Illinois 


plays in the handling and the care of the sick. 

Sometimes if a person can just get something 
“off his chest” it can be a great asset in his re- 
covery. 


[ Is surprising how important a part psychology 


For the past year and a half we have been ex- 
perimenting by giving out suggestion cards to our 
patients for them to fill in. On one side we have 
printed: 


“Dear Friend: 


“It is our sincere wish that your stay here in 
Kewanee Public Hospital has been a pleasant 
one. With this thought in mind we are asking 
you to express in writing, on the reverse side 
of this card, any suggestion or criticism you 
may have which will be of benefit to our in- 
stitution. 


“Thank you for your kind cooperation.” 


After the patient has written on the reverse side 
of the card he encloses it in a sealed envelope and 
it is handed to the attending nurse to be given to 
the hospital superintendent. 


What may seem to the patient to be a serious 
criticism generally diminishes in importance as he 
reviews the various grievances that to him seemed 
annoying at the time. Finally, when the card is 
turned in it usually commends the nurses, staff, 
food and the care in general. However, there are 
any number of problems that are brought to our 
attention through these cards. We have done our 
utmost to solve them and at the same time we 
have tried not to undermine the morale of the 
hospital staff with petty complaints. 


We have had a few cases where the patients 
were chronic complainers during their stay, but 
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when these cards are given to them, they evidently 
reconsider all their fussing and fretting and decide 
to give the personnel the credit justly due them 
and, as a rule, these particular patients turn in 
statements such as: “everything most satisfac- 
tory”; or, “under the circumstances I really en- 
joyed my stay at the hospital”; or, “the nurses, 
staff and food couldn’t have been better.” 


Prior to the use of these cards we would hear of 
complaints from the outside. Almost all of them 
were exaggerated stories of the original ones. 
Since they have an opportunity to unburden their 
feeling on these cards, we find that fewer peo- 
ple take their complaints to their friends and 
neighbors. 


A floor supervisor knows through the attending 
nurse just what type of patient she is caring for 
and these cards have proven their worth to the 
supervisor. In many cases when a patient is un- 
usually hard to please, the supervisor checks 
through that person’s suggestion card to see what 
is the complaining factor and in this way can get 
at the source of trouble that is bothering that in- 
dividual and handles it diplomatically through the 
attending nurse. In this way the same cause can be 
avoided in a similar case. 


The cost of these cards to be printed by a local 
printer is comparatively small when one sees the 
benefit derived. To a certain degree the use of 
these cards has aided the hospital in maintaining 
the high respect of the community because it 
shows the sincerity of our wanting to please the 
public we serve. These cards have paid the institu- 
tion dividends by satisfied patients recommending 
our services to prospective patients. 
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Bolton Act's Formula of Cooperation 


Urged as Substitute for Compulsory 


Health Insurance Bill Now Pending 


‘-E. A. VAN STEENWYK 


Chairman, Commission on Hospital Service and Executive Director, 





ARTIME is a collectivist dream of perfec- 
WV come true. People allow themselves 
to be tagged, categorized and disciplined 
in the interest of the whole. They want it. But the 


collectivist dream is not new to the world or to 
America, and war will be followed by peace. 


When the war ceases, the men who have been 
marching according to a set formula, the civilians 
who have been restricted in their personal lives, 
will quickly swing from this desire for regimenta- 
tion. Post-war plans which fail to acknowledge this 
essential truth will be quickly shattered. Post-war 
planning based upon the presumption that war- 
time conditions of life and the wartime psychology 
of people will continue after the war isn’t planning 
at all. 


The comprehensive post-war Social Security Act 
amendments proposed on June 3, 1943, by Senator 
Wagner of New York and Representative Dingell 
of Michigan greatly extend the group of persons 
to be covered under the present old age and un- 
employment programs. This change has been 
widely discussed and will probably meet with 
uniform approval. It also includes provision 
against temporary and permanent disability, which 
was anticipated. 


Of greatest interest to hospitals and most debat- 
able of the entire bill are the provisions which 
propose a system of national compulsory health 
insurance. The details of this proposal have been 
discussed in hospital meetings and journals during 
the past two years. 


The aims of thoughtful Americans, who through 
their works have been the progressive ferment for 
social legislation, are stated in this bill. But many 
of these aims come out in the bill as only so many 
pious hopes without much chance for realization. 
The economic and social necessities which require 
rigid control: in a compulsory health insurance 
program are recognized in the bill by delegating 
vast powers to the Social Security Board and to 
the surgeon general of the United States Public 
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Associated Hospital Service, Philadelphia 


Health Service. An advisory council representing 
the hospitals and the medical profession is pro- 
vided for, but it is to be appointed by the surgeon 
general from panels of names suggested by a wide 
variety of groups. 


Phrases are to be found all through this title of 
the act which might have been direct quotations 
from those who oppose the adoption of a com- 
pulsory federal plan. Thus the bill says that the 
federal government will pay hospitals on a per 
diem or service contract basis within a minimum 
of $3 per day and a maximum of $6 per day as 
the hospitals elect; that private medicine should 
be strengthened and supported by various devices; 
that the difference in cost of service and needs by 
localities should be considered; that flexibility will 
be obtained by placing authority for all decisions 
in the hands of a very small group. 


The bill carries the label of Senator Wagner and 
Representative Dingell, It also has the blessing of 
the American Federation of Labor, but the lan- 
guage and the ideas come from the Social Security 
Board. On the basis of previous bills, which have 
been freely acknowledged as the work of the 
board, and the speeches and papers which have 
come from its members and technical staff, this bill 
is another from the same source. 


Details of the bill have been analyzed and the 
results are available to members of the American 
Hospital Association. The real question to be tested 
again in Congress is whether the American people 
want such a program. 


Some method of insuring against the hazards of 
illness is necessary. The popularity of Blue Cross 
plans, which have now enrolled more than 12,000,- 
000 people, is indicative of the general support 
which can be obtained. It would be unwise to say 
that health insurance can only be made available 
on a voluntary basis in America. 


Even for those who hope that the job will be 
done this way, voluntary plans are a vain hope 
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unless the agencies they represent meet the chal- 
lenge of unmet needs. But it is as foolish to insist, 
before voluntary agencies have been utilized to 
their full extent, that health insurance can only 
be made available to American people on a com- 
pulsory governmental basis. Yet this is what the 
Wagner Bill says. 


America is a nation of small towns. Even the 
people in Washington, New York and Chicago 
think in terms of the small town. It is a paradox 
of our country that while Americans will take a 
gambler’s chance on almost anything which affects 
their personal lives, chances which peril com- 
munity or social organizations are cautiously 
weighed. This has a sound basis in the traditions 
of freedom and independence which are a part of 
our heritage and strength. 


“The American public will have to be shown con- 
clusively that this proposal to include compulsory 
health insurance is necessary; that voluntary plans 
so well begun have failed, before much support 
for this section of the bill can be obtained. These 
small town cautions, which are a source of great 
strength, can’t be dismissed as unimportant evi- 
dences of provincialism. 


The truth of the matter is that our present social 
security program affecting old age and unemploy- 
ment has a long hard way to go before health in- 
surance can be added with confidence. Social 
Security Board officials are fully aware that while 
approximately 60,000,000 account numbers have 
been provided to taxpayers under the present sys- 
tem, no such number of persons have a currently 
insured status. 


While this is acknowledged to be true, one could 
not have gained any other impression for pro- 
ponents of this Social Security Board proposal 
prior to the introduction of the Wagner Bill than 
that the addition of health insurance to affect over 
100,000,000 people would be only the simple job of 
adding an amount to be collected from taxpayers 
already integrated into the social security system. 
There is a vein of facts here worth considering be- 
cause it touches not upon aims nor hopes, but 
accomplishments. 


The job of increasing the persons to be covered 
under old age and unemployment insurance is in 
itself not a simple undertaking. Health insurance 
requires the most delicate adjustment of all social 
insurances and the greatest understanding from 
those affected. 


The official policy of the American Hospital As- 
sociation on compulsory hospital insurance, adopt- 
ed by the House of Delegates at its last session in 
St. Louis is forthright, clear and understandable. 
It says simply that as Americans we have learned 
that we must walk before we run, that our volun- 
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Blueprint of an Alternative 
To Federal Health Insurance 











By way of reminder, the Bishop Resolution, 
adopted by the House of Delegates of the Ameri- 
can Hospital Association last October outlines the 
procedure by which voluntary pre-paid hospital 
care can be expanded to serve the purposes of the 
Wagner Bill. This is the resolution: 

BE Ir REso.vep, That the House of Delegates 
of the American Hospital Association requests the 
trustees of the American Hospital Association to 
instruct its Approval Committee on Blue Cross 
plans: 

1. To insist that areas now served by plans be 
extended so that national coverage will result. 

2. To urge that all member hospitals of all ap- 
proved plans grant reciprocal benefits to all sub- 
scribers of such approved plans. 

3. To insist that approved plan contracts move 
toward more comprehensive benefits and uni- 
formity. 


4. To insist that approved plans place greater 
emphasis upon rural enrollment and upon the 
enrollment of others who are not now eligible to 
membership. : 


5. To initiate such experimentation as will result 
in more rapid extension of this voluntary method 
of distributing the benefits of modern hospitals to 
the people. . 


6. To urge all hospitals and Blue Cross plans to 
wholeheartedly unite in demonstrating to the peo- 
ple the unique merits of Blue Cross plans. 





tary approach to the problem of providing hospital 
care to American people is now gaining strength. 


It acknowledges that there are some areas of 
the hospital problem in which Federal assistance 
is desirable. But it asks Congress to defer con- 
sideration of any legislation on a compulsory hos- 
pitalization scheme until the voluntary plans have 
demonstrated what they can do. It holds the hope, 
in which the federal government must concur, that 
the people by themselves with a minimum of help 
from the government can solve this problem. 


That this sponsorship of voluntary plans is also 
in keeping with the desires of American people 
was recently demonstrated at the Institute on Pub- 
lic Health Economics at the University of Mich- 
igan. Faculty members for this Institute were 
drawn from voluntary plans, the Social Security 
Board, the U. S. Public Health Service, from uni- 
versities and foundations. 
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Those who contended that a compulsory system 
was necessary had no hesitancy in saying repeat- 
edly that while compulsory health insurance was 
desirable, the American public seemed indifferent. 
Stirring up the demand “at the grass roots” was 
the chief problem stressed by each speaker advo- 
cating a government compulsory scheme. 


The point is that public demand is not over- 
whelming. American people are buying group hos- 
pitalization, but it is being sold to them in compe- 
tition with all their other wants and desires. It is 
gaining ground by educating people to the need 
for this type of coverage and demonstrating most 
effectively the values of prompt medical attention 
and discrimination between services that are use- 
ful and those not worth the money they cost. 


Blue Cross plans deal with subscribers as with 
their customers. Contracts and benefits have been 
changed in the ways their customers want them 
changed. They are meeting the demand of the 
market and the market is providing the desired 
support. 


It is this kind of free experimentation and de- 
velopment which the American Hospital Associa- 
tion and the Blue Cross plans have sought to en- 
courage. There is a job to be done. Hospitals and 
plans are doing their best to do it. It may be that 
the job can’t be done by voluntary means. This, 
however, is not now evident. The fact that member 
hospitals of approved plans contain 80 per cent of 
all voluntary hospital beds in America speaks 
for itself. 


Available to One Hundred Million 


If it is true that there is a real basis for being 
encouraged over the possibility that the people 
themselves will distribute hospital care on a volun- 
tary pre-payment basis with a minimum of gov- 
ernment help, shouldn’t all forces join together to 
strengthen this program? Hospitals are already 
receiving $50,000,000 to $60,000,000 a year from 
plans. Nonprofit plans approved by the American 
Hospital Association have now been established 
in every area of the United States. More than 
100,000,000 people have plans available to them at 
the present time. 


Yet last year it was the Eliot Bill; before that it 
was the Murray Bill; now a second Wagner Bill— 
all proposing national compulsory health insur- 
ance. Essentially, all these bills provide the same 
formula. Yet the times have changed and needs 
have changed. Doesn’t the board realize that the 
people and Congress are aware of these changes? 


The time has also come when voluntary agencies 
should say more to Congress than “Please let us 
alone to do our job,” leaving it to Congress to 
initiate the program which will implement the six 
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principles adopted by the House of Delegates. It 
is time to ask that voluntary agencies, such as the 
Blue Cross, be given the opportunity to continue 
uninterruptedly the work that they are doing with 
wholehearted cooperation from government. There 
is no urgency in the present situation that war- 
rants a national health insurance program. 


Let Government Cooperate 


Nursing needed governmental assistance, and 
the Bolton Bill resulted in a sensible program of 
cooperation between hospital nursing schools, stu- 
dents and the federal government. The need for 
providing hospital care to the aged poor could be 
similarly met by voluntary agencies with govern- 
mental cooperation. Such a program, if initiated 
by the American Hospital Association, might also 
be welcomed by Congress. This would solve one 
of the most difficult current hospital problems 
without introducing compulsory health insurance. 
Areas needing hospital facilities could be assisted 
by the government without compulsory health 
insurance. Defense areas are now receiving such 
assistance. Neither of these problems is staggering 
in its economic implications. Government em- 
ployees could be given by congressional act the 
same convenience of payroll deduction for Blue 
Cross that other employed groups receive. 


Experimentation could be begun which would 
for low income groups blend the purposes and 
aims of the Social Security Board with the pro- 
gram of Blue Cross plans. Such cooperative ar- 
rangements have already been initiated by the 
Farm Security Administration working with Blue 
Cross. Close integration of nonprofit plans with 
the government on these problems is possible and 
necessary. The initiative is with voluntary hos- 
pitals and plans. If they are to survive as free in- 
titutions, they will have to meet the challenge 
which is before them. 


The conclusion that compulsory hospital insur- 
ance involving the entire population will require 
the federal government to own the hospitals and 
hire the personnel is inescapable. Prudent public 
management has no alternative. The hope dangled 
before hospitals and the public that they can have 
sueh a system and still maintain the flexibility, 
economy and efficiency of voluntary local organ- 
izations is futile. 


This has been said many times during the past 
two years by the opponents of a compulsory 
scheme and as often denied by Social Security 
Board spokesmen. Study of the bill m w before 
Congress confirms the predominant hospital opin- 
ion that notwithstanding all the words that may 
be spoken, the voluntary hospital system cannot 
thrive under the system proposed by the Wagner 
Bill. 
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Why Medical and Hospital Service 
Plans Should Be Jointly Operated 


JAY C. KETCHUM 


Vice-president, Michigan Medical Service, Detroit 


of hospital and medical service plans is be- 

cause these advantages seem entirely obvious. 
With one exception, there is no reason why the 
two services should not be operated as one plan. 
The exception is the feeling on the part of both 
physicians and hospital administrators that each 
has its own distinctive field and that the two can- 
not be wholly merged. 


Te difficulty of discussing the joint operation 


The high standards achieved by both professions 
in the past certainly offer strong evidence that 
preservation of their individual identities has 
fundamental merit. Their past progress, in fact, is 
another plain demonstration of the validity of the 
democratic notion that, with due regard for human 
relationship, the system which cherishes the in- 
terest of individual persons and individual groups 
is both the most just and ultimately the most 
progressive. It might be added that the democratic 
concept of adequate checks and balances perhaps 
can be discerned in action here. 


The question can be asked, then, whether joint 
operation of hospital and medical or surgical serv- 
ice plans foreshadows any change in physician- 
hospital or physician-patient or hospital-patient 
relationships as they have been established in the 
past. The answer is absolutely none, except pos- 
sibly for the provision of better service to the 
patient and the attainment of better understanding 
by the hospitals and physicians through collabora- 
tion of what is, by its very nature, a mutual prob- 
lem of equal concern to each group. 


Neither hospitals nor physicians are required to 
surrender any of their “rights” when joint opera- 
tion of service plans is undertaken. Neither group 
is required to part with any individuality it al- 
ready possesses. Neither must relinquish any of 
its sovereignty, if you wish to apply this term. 


What actually happens is that the two continue 
exactly as they have in the past, presenting a joint 
service to the public with mutual agreement on 
the technique and the policies that will make that 
service the best possible. 


_—. 


From a paper presented at the Tri-State Hospital Assembly, Chi- 
Cago, May 1943. 
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To arrive at this conclusion, it is necessary only 
to analyze the working of existing hospital-medical 
service plans in detail. From the organizational 
standpoint, there are four broad subdivisions of 
activity within these plans—sales, record keeping, 
administration, and service. 


Taking them each in turn, the selling of hospital 
service and medical or surgical service cannot be 
broken down into two separate endeavors with 
any degree of lasting success. Both tradition and 
logic are against it. There is no sharp distinction 
between the two from the viewpoint of the public. 
To the man in the street, one is regarded as simply 
an extension and complement of the other, and 
the average citizen would think you were crazy if 
you asked him which comes first. He wants health 
care—complete health care. True enough, he pays 
from his own pocket, when and if he gets around 
to it, a variety of individual bills for health service 
if he is not protected by service plans. But he 
charges them all up in his mind, and in his income 
tax return, to a single heading—medical and 
health expenses. 


Furthermore, methods of prepayment for these 
services have been lumped for generations. Com- 
mercial insurance, in fact, often goes much further 
than that and offers one policy covering not only 
surgical and hospital care but at least part of most 
of the other expenses that a person is apt to incur 
when sickness or injury takes him from gainful 
occupation and presents him with a handful of un- 
expected bills. 


This is the traditional aspect of prepayment 
schemes, and it has existed long enough and spread 
far enough so that the salesmen of service plans 
are confronted with very real public opposition 
as they try to divorce what logically are com- 
ponent parts of the same thing. Rather than reg- 
istering elation because he can buy both hospital 
and surgical protection in a single package, the 
purchaser is inclined to grumble because still 
broader protection is not assured. ° 


Consider too the hostility of the employer who 
is approached with the proposal that he make two 
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separate payroll deductions for hospital and sur- 
gical protection for his employees. Many employ- 
ers, including Uncle Sam himself, still will not 
tolerate payroll deductions of any sort except those 
made pursuant to law. It is exactly twice as hard 
to sell two payroll deductions as it is to sell one, 
according to those of general experience in the 
field. One addition may not make any difference 
to some employers whose resistance to the idea has 
finally cracked, but there is certainly a propor- 
tionate number of others who would adopt one 
deduction offering reasonably comprehensive pro- 
tection when they would reject instantly any 
deductions for programs offering limited benefits. 


The Keeping of Records 


Once your sale has been completed, the problem 
of keeping records develops. There is no logic in 
separating the records of hospital and medical care 
plans. By making them joint, the effort and ex- 
pense involved are virtually cut in half. The same 
record cards and filing cabinets need not be dupli- 
cated. One tabulating and billing set-up takes the 
place of two. There is only one payroll, and while 
personnel may not be halved, it is certainly cut 
twenty-five or thirty per cent. In normal times, 
there is a further saving from joint purchases 
which enable volume discount. 


What applies to records applies equally to ad- 
ministration of jointly operated plans. The over-all 
monetary savings alone are impressive. Conserva- 
tively, it would cost at least fifty to sixty per cent 
more, through duplication, for hospital and medi- 
cal plans to operate separately. 


It is, after all, only when you come to service 
that there is evident any perceptible separate in- 
terest. Two different groups are providing the serv- 
ice; they must be paid separately; in many in- 
stances, representatives of these groups alone are 
qualified to judge the legitimacy of claims by in- 
dividual members of a group. 


There is nothing, however, in joint operations 
that precludes full recognition of and provisions 
for these differences. The hospitals are not in- 
terested in settling questions which concern physi- 
cians, and the reverse is equally true. This aspect 
of point operation is simply one of each group 
devising the techniques for handling its own prob- 
lems within the large framework, and in practical 
experience, that is exactly what occurs. 


As mentioned at the start, these details seem so 
obvious as hardly to need discussion. Most indivi- 
duals who have done any unprejudiced thinking 
about the matter, whether they are hospital ad- 
ministrators, physicians, or plan administrators, 
have reached these conclusions for themselves. I 
am aware, however, that this is not the real ques- 
tion; quite rightly, neither group wants to lose its 
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identity, and sometimes it is a vague feeling that 
the other group may come to have dominant voice 
in the operation of the plan. I submit that, if this 
were so, it would not be a true joint operation, 
which is what we are discussing. A fuller analysis 
demonstrates further that this attitude has no 
foundation in fact or experience. 

What is involved here actually is a matter of per- 
sonnel. Starting again at the beginning, the indi- 
viduals who sell a joint plan are neither hospital 
administrators nor physicians. They are salesmen, 
as they must be. It requires no training as either 
physician or hospital administrator to sell the idea 
of prepayment for hospital and medical care. There 
may be some individuals trained in these special- 
ties who are at present representing prepayment 
plans, but, if so, they have forsaken their earlier 
training and entered a new activity related to the 
first only by chance. It is inconceivable that many 
successful physicians or hospital administrators 
could want to become salesmen or they would 
have entered selling before this. Your plan sales- 
man, then, is a layman no more interested in one 
side of the produce he is selling than he is in the 
other. In this sense, he and his fellows cannot in- 
fluence the operation of a joint plan. 

The same point applies to the keeping of records, 
although the specialists here seldom have a medi- 
cal background and sometimes may have worked 
in hospitals. A hospital is a business like a depart- 
ment store or a utility whereas a physician’s office 
is not. Whatever the background of the record 
keeper, however, he has no voice in the operation 
of the plan, since his job is simply to record facts 
what cannot be altered or affected by the rec- 
order’s points of view. 

In administration and in service, both hospital 
administrators and physicians comprise part of the 
personnel. This is an obvious necessity. It could 
not be a joint operation otherwise. And it should 
be plain, likewise, that either group is far less 
likely to progress at the expense of the other when 
both are working together under the same roof. 


Understanding and Agreeing 

Again, most of this discussion is unnecessary for 
those who have given thought to this matter, and 
it is only to the extent that it may prompt thought 
on the part of others that analysis has any value. 
There are, in fact, many physicians and hospital 
administrators who have not had the opportunity 
to examine the situation fully, since this movement 
still is new. To these latter, let me say sincerely 
that, in my own experience, I have yet to en- 
counter a physician or a hospital administrator 
who, upon examining or participating in a jointly 
operated plan with an open mind, has not become 
genuinely and even enthusiastically “sold” on the 
idea. 
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Minnesota Leaders Outline 
Plan to Train Both Nurses 
And Aides for Rural Areas 


A. G. STASEL 
Superintendent, Eitel Hospital, Minneapolis 


lem confronting hospital administration for 

many years, but the war emergency has 
made it more acute. During the last decade we have 
slipped from the condition of a plentitude of grad- 
uate nurses to an extreme shortage. 


N URSING service in rural areas has been a prob- 


When the supply was more than adequate, nurs- 
ing schools in smaller hospitals and in rural areas 
were discontinued. Nursing schools in the larger 
cities came to be depended upon as the one source 
of education and of the graduate nurse supply. 


While students in these urban schools were 
recruited largely from rural areas, they did not 
as a rule return to their home surroundings upon 
graduation. Over a period of years, this has left 
rural hospitals in an unfavorable position. 


In Minnesota we have seen this coming for 
several years. Upon examining the predicament, 
we concluded that this was not a problem for hos- 
pitals alone, but one that also involved the nursing 
and medical professions. 


Early this year, representatives of the Minnesota 
Hospital Association, Minnesota Medical Associa- 
tion, Minnesota Nurses Association and the State 
Board of Nurse Examiners (some 30 persons) met 
to discuss the possibility both of finding a quick 
solution and of establishing a forward looking 
program that would give rural hospitals and com- 
munities an opportunity to help themselves with- 
out asking for new legislation and without reduc- 
ing the standards of nursing. 


The outcome of this meeting was organization 
of the Advisory Council on Rural Nursing Service, 
with two representatives to be elected by each in- 
terested group. The council decided at its first 
meeting that it had a two-fold purpose: To in- 
stitute a plan for training auxiliary workers to the 
end of providing immediate relief from the nursing 
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shortage, and to work out a long-term program for 
the institution of nursing schools in rural hospitals. 


The council also agreed that its functions there- 
after would fall into four classifications: 


TO SET UP standards for the guidance of rural 
hospitals that are without nursing schools and 
wish to establish short courses to train auxiliary 
workers. 


TO ENCOURAGE the training of paid auxiliary 
workers for service in rural areas. 


TO ENCOURAGE the utilization of such rural 
hospital facilities as are suitable for the education 
of registered nurses. 


TO ENCOURAGE such distribution of nurses 
as will provide more satisfactory personnel for 
rural hospitals and communities. 


Realizing that the training of nurses’ aides was 
paramount, the council decided to determine at 
once the objectives, nature of training to be given 
and type of services that could be expected from 
these new workers. The objectives were found to 
be three: 


The first is, to train a group of women who will 
be able, under the direction of registered nurses, 
to give good bedside care to patients in hospitals, 
and who also will be able to give care in homes 
to patients who do not require expert services. 
When these women are employed in homes, the 
patient must be under a physician’s care, and it 
is recommended that some degree of supervision 
by a registered nurse be available. 


A second objective is, to give the student four 
kinds of information: (a) on the care of mildly 
ill, chronic, convalescent, handicapped and aged 
persons who do not require the expert services of 
a registered nurse, and assistance to the registered 
nurse in care of the more severely ill patient; (b) 
on the principles and practice of good housekeep- 
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ing, (c) on the selection, preparation and care of 
food; (d) on the care of well children and infants. 


The third objective is, to give the student a reali- 
zation of the extent of the field and of her responsi- 
bility in relation to the patient, family, physician, 
nurse and the community’s health and welfare 
agencies. 


Then came the matter of student requirements 
and relationships. As to the student, it was con- 
cluded that she must be at least seventeen years 
old and either a citizen or an alien with first 
papers. If under twenty-five years old, she must 
have had two years in high school; if over twenty- 
five, schooling through the eighth grade. 


She must be of good moral character, and come 
with satisfactory references. She must submit to 
a physical examination, chest x-ray, urinalysis, 
hemoglobin, have a dental certificate and be vac- 
cinated for smallpox. She must put in eight hours 
daily with one day off weekly. 


The girls are to be known as Minnesota Nursing 
Aides, and are to receive certificates and pins. 
They must provide their own uniforms. Tuition 
has been fixed at $10, and the hospital must allow 
$10 a month the last three months 


Not for Hospital Profit 


Textbooks, mimeographed outlines and selected 
reference tests are to be used in teaching. The hos- 
pital will provide board and laundry; also housing 
or $10 a month in lieu thereof. Training records 
and evaluation reports shall be kept by the hos- 
pital for each student. Students shall not be used 
on special duty for hospital profit. 


Hospitals in which these courses are given must 
have no fewer than twenty-five beds and have a 
daily average of twenty patients. The instructor 
must be a nurse with sufficient ability and per- 
sonality to teach and must be responsible for all 
class instruction, although calling upon physicians, 
dietitians, specialized nurse supervisors and public 
health nurses to instruct in their specialties. 


The course of study recommended requires nine 
months, divided into three periods, as an accom- 
panying table shows in some detail. It starts with 
an orientation period of two weeks and concludes 
with field experience. 


Admission to the school can be by classes only, 
with not more than two classes a year, the size of 
each to be determined by needs of hospital and 
community. A specified list of duties shall be 
posted at all times on each floor of the hospital, 
and similar lists may also be made available for 
posting in homes. The course will lead up to a final 
examination and certification. 


Underlying all teaching should be an endeavor 
to instill in the aide an awareness of the dignity 
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TENTATIVE CURRICULUM FOR THE TRAINING 
OF MINNESOTA NURSING AIDES 


TOTAL IST 2ND 3RD 
HOURS PERIOD PERIOD PERIOD 
2wks. 6&wks. 4mos. 3 mos. 
Nursing Arts—Personal Hy- 
giene ; 10 30 20 
Physiology—Anatomy 10 18 32 
Foods — Nutrition — Home 
Meal Planning 16 12 32 
Medical—Surgical Nursing— 
Pathology 32 
Communicable Diseases 
Care of normal maternity 
patient and normal infant 
Care of Normal Babies and 
Children 
Ethics 
Drugs and Medications 
Aseptic Technique 
Home Management 
Care of Chronic, Aged, 
Convalescent 
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Additional 3 months optional 
(a) Field experience in homes under supervision 
(b) Additional training and experience for special abilities 











of service; of the satisfactions that come from min- 
istering to the sick, whether at bedside or other 
less glamorous spot; and that there is a definite 
psychological effect on the patient of the person- 
ality and attitude of the person who cares for him. 


The program as to the training of graduate 
nurses in rural hospitals is as yet undetermined, 
inasmuch as this part of the council’s responsibili- 
ties comes under a long range program and fur- 
thermore because of the fact that the present 
accredited schools are having difficulty in obtain- 
ing full quotas. 


Certain phases of the program of training nurs- 
ing aides is as yet to be covered—such as educa- 
tional controls which we hope to cover through 
cooperation of the State Department of Health un- 
der our state licensing law. 


Publicity Program Planned 


There is also to be developed a program of pub- 
licity in those communities where these aides will 
be trained. This program, no doubt, will be carried 
on through local newspapers and local hospitals as 
best means of enlisting those in the community 
who may be interested in this type of service. 


It may seem to some that the services which 
the nursing aide will be permitted to assume are 
somewhat of a departure from what has been the 
case heretofore, but the use of voluntary Red Cross 
aides has taught us that our previous conception 
of service was perhaps somewhat narrow. It is to 
be noted specifically, however, that services in the 
hospital must at all times be under the supervision 
of the graduate nurse and physician and services 
in the home must at all times be under the super- 
vision of the physician. 
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The Children’s Bureau of the U. S. Department 
of Labor has been responsible for the formulation 
of a pattern to be used by the states under a pro- 
gram for the care of crippled children. This ex- 
perience now becomes available as a basis for fed- 
eral participation in the care of another segment 
of the population. the wives of a major number of 
the men in service and their children under one 
year of age. 


The Children’s Bureau has decided that the cost 
basis is the most satisfactory method for hospital 
reimbursement in these programs. Any per diem 
amount on an average basis penalizes those hos- 
pitals with a cost higher than the per diem. Un- 
doubtedly efficiency of operation affects the cost 
of hospital operation. On the other hand, for hos- 
pitals as a whole there is a very definite relation- 
ship between cost and the type of service rendered. 
The hospital with every diagnostic and therapeutic 
service has a higher cost than the less well 


equipped institution. 


The cost basis is an eminently fair method for 
the reimbursement of hospitals. It would appear, 
however, that the Children’s Bureau, while using 
this basis, does not contemplate payment of cost, 
but rather a figure somewhat below cost. It is un- 
doubtedly true that ward care in the average 
hospital is a cost somewhat below the per diem 
for the hospital as a whole. Studies in certain com- 
munities have indicated that 15 per cent reduction 
of the per diem cost is a fairly accurate measure 
of ward cost. However, it is difficult to agree with 
the Children’s Bureau that this adjusted ward cost 
for patients who remain in the hospital over a 
certain number of days should be further reduced. 
Were such an arrangement proper, then certainly 
payment during the first days of hospitalization 
should be at a higher figure, since there is a greater 
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amount of treatment required, on the average, 
during that period of hospitalization. 


There are adjustments necessary with any sys- 
tem of reimbursement. The equities of the cost 
basis must be evaluated in relation to the difficul- 
ties incident to any other method of reimburse- 
ment. It must be borne in mind that the basis used 
in these programs may affect payment for other 
groups of patients in the future. Failure to accept 
the cost basis might result in a per diem payment 
which would be much simpler for those dispensing 
funds, if less satisfactory for hospitals. On the 
other hand, we see no reason why government 
should pay less than the cost of hospital care. 
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The Board of Trustees in February 1943 author- 
ized the appointment of the Committee on Associa- 
tion Resources. That committee has weighed the 
needs of the Association, present income, and the 
various activities now supported by that income. 


The Wartime Service Bureau was established 
by action of the House of Delegates in September 
of 1942. That activity of the Association has been 
supported by voluntary contributions. This com- 
mittee was appointed to study an increase in dues 
of the Association needed for the support of the 
Washington Bureau as requested by the House 
of Delegates last September. The committee be- 
lieves that not only should such an increase be 
made, but that the success of the bureau well 
illustrates the advisability of the Association fur- 
ther expanding its services. 


The American Hospital Association is a creature 
of the membership. Its present development is the 
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result of the interest and support of the member- 
ship over a number of years. The president of the 
Association in this issue of the official journal 
presents this challenging program to the member- 
ship. 

The House of Delegates and the Assembly at the 
Buffalo meeting in September, on the unanimous 
recommendation of the Committee on Coordina- 
tion of Activities and the Board of Trustees will be 
presented with this amendment to the by-laws 
which will substantially increase resources of the 
Association through increasing the dues of indi- 
vidual members. 


The American Hospital Association here faces 
a critical decision which warrants the most careful 
deliberation by every institutional and personal 
member. 





Hospitalizing the Athechalec 


‘The American Hospital Association has accepted . 


a grant from the Research Council on Problems of 
Alcohol, a subsidiary of the American Association 
for the Advancement of Science, for the purpose 
of making a study of the facilities in hospitals, 
and similar institutions, for the care of primary 
alcoholism. This study is already under way and 
it is hoped that facts will be brought to light and 
conclusions drawn which will encourage our in- 
stitutions to provide more comprehensive service 
to the sick, regardless of the social implications of 
the sickness. 


We solved more serious problems than this when 
we provided for the hospitalization of contagious 
disease and, more recently, for the venereal dis- 
eases. Drug addiction, even if classified with the 
psychoses because of its effects, should compel our 
interest. Primary alcoholism should not be placed 
beyond the pale, so far as the modern hospital is 
concerned. 


The war has brought this problem into bold re- 
lief. Many of us have indeed been startled by its 
implications for the future of society in peacetime. 
As hospital executives, we are not privileged to 
pass ex cathedra judgments on the unfortunate 
person whose inability to assimilate alcohol or 
whose overindulgence in it makes him sick, to the 
annoyance of his neighbors. In the negative atti- 
tude which hospitals have adopted toward this 
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problem, they seem to be responding to the call of 
urgency only. 


The scarcity of facilities for the treatment of 
chronic illness generally is convincing proof on 
this point. Duration of illness controls our degj- 
sions to such a degree that we do not see beyond 
our own noses when we are confronted with acute 
illness. For this reason the sufferer from acute 
alcoholism can only count on a jaunty sobering-up 
treatment which his attendants seem to enjoy, but 
he can expect no more. He is discharged on his 
own recognizance, only to fall victim again to his 
peculiar malady. 


Though we have found no offhand remedy for 
this problem which has, indeed, resisted solution 
more than any other, we expect to find that we 
can provide better care in our hospitals for such 
patients. This is the reason for the study which is 
now being made. 


A special committee of the Council on Profes- 
sional Practice has been appointed to study this 
question and it is already engaged in ascertaining 
the facts. Whatever the findings may be, they will 
be analyzed and an attempt will at last be made 
to synthesize this jig-saw puzzle. Every forward 
move in hospital progress brings us closer to 
this goal. 


The cooperation of our membership is urgently 
requested in this study. It will not be enough for 
us to furnish the bare facts to the investigators. 
We must help them with our best thinking, social, 
medical and philanthropic, and jointly find the 
way to deal with this baffling problem. 





Cian Defense 


The appalling results of failing to be prepared 
for attack were terribly real to the entire country 
after December 7, 1941. Hospitals cooperated 
wholeheartedly in preparing a program for civilian 
defense as requested by the Office of Civilian 
Defense. 


Improvement in the military position of the 
United Nations has led to some relaxing of certain 
of these measures. Proper organization of the hos- 
pital for catastrophe requires no small effort on 
the part of the personnel. The heavy load being 
carried by every hospital and the turnover of per- 
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‘sonnel have so occupied the administrator as to 
seem more important than the maintenance of an 
organization to meet an attack which may never 
materialize. 


It should be borne in mind by hospitals that the 
effectiveness of aerial attack is largely dependent 
upon lack of preparation on the part of the civilian 
population. Should an attack come, no agency will 
be more seriously affected than the hospital. 
Hence, none has greater need for advance prepara- 
tion. It would be most unfortunate were hospitals 
to relax their vigilance as long as there is a chance 
of attack. 
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These are times when the arrival of another 
questionnaire in the morning mail is likely to raise 
the temperature of a busy man, however proud 
he may be of his imperturbability. As long ago as 
last November the flood of questionnaires and 
dotted-line forms from Washington was so great 
as to become a political issue—and most of us have 
been growing steadily busier since then. 


Yet there is something to be said for the ques- 
tionnaire, and we are thinking particularly of 
those which have to do with research in the hos- 
pital field. These are also times of sweeping 
change, in which the hospital as an institution is 
feeling its way among some tall trees in a dense 
forest. 


The old guide posts are gone for the time being. 
Normal progress is a matter of testing innovations 
against precedent, but there is no precedent for 
most of the far-reaching decisions demanded to- 
day. Thus it is impossible for leaders in all fields, 
our own and others, to find the answers and lay 
them in the laps of those who are willing to be led. 
Some help has to come from both ends, for the 
ultimate question on any current issue is: We 
may have this or we may have that, but not both; 
which do we want? 


We should like to speak a word for the question- 
naires concerned with hospital welfare which lands 
on the desk of the hospital administrator. It may 
be taken for granted that the American Hospital 
Association is straining to keep them at a min- 
imum and that those going out are essential. 
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Salestes ana Inflation 


Salaries, in spite of all the forces which are 
endeavoring to maintain status quo, are inevitably 
affected by the economic law of supply and de- 
mand. 


Hospitals faced with a wholly inadequate supply 
of personnel to meet present demands are under 
great pressure to improve the supply by increasing 
salaries. The federal government, knowing of the 
relatively low level of compensation for hospital 
employees, as demonstrated to them by the vari- 
ous officers of this Association, has cooperated by 
allowing hospitals unusual latitude in the upward 
revision of salaries. 


Hospital superintendents and boards of trustees 
considering the salary problem must necessarily 
endeavor to weigh specific action not only on the 
basis of the present but on future effects. Basically 
it appears that there can be no argument but that 
hospital employees are entitled to compensation 
equal to the rate paid for similar services in other 
lines of endeavor. Necessarily, it is impossible to 
compare present hospital salaries with defense 
wages. However, we must agree that often hospital 
salaries did not compare too favorably prior to 
present circumstances. 


Hospitals now endeavoring to adjust rates of 
compensation to employees must bear in mind the 
possibility of lower levels of occupancy and lower 
income at some future date. However, there is 
some reason to believe that after the war the cost 
of living may be at an inflated level. If this be 
true, then there must of necessity be some increase 
in post-war hospital salaries. 


Basically, increases in salary are bound to affect 
hospital costs. Greater efficiency in the grade of 
personnel may over a long period somewhat reduce 
costs. Primarily, however, increases in salary must 
be covered by an increase in revenue. 


The same inflationary factors which dictate an 


increase in salaries should justify some increase in 


hospital charges. One source of additional revenue 
is undoubtedly an increased recognition by various 
levels of government of the need for reimburse- 
ment to hospitals by such units at a level rep- 
resenting cost of the service rendered. 





Some Rules for EME RG E NCY 
EVACUATION 


Hospitals Can Be Ready, Be It War or Peace 


ARTHUR J. GEIGER, M.D. 


Assistant Professor of Medicine, Yale University 


tion of a hospital to meet an emergency is 

likely to encounter unexpected confusion, 
difficulties and serious delays unless detailed plans 
have been formulated in advance of need and re- 
sponsibilities clearly delegated. Need for emerg- 
ency evacuation may arise in any hospital as a 
consequence of local disaster in time of peace, and 
it is particularly pertinent at-this time to hospitals 
within zones susceptible to enemy attack. 


Dr. George Baehr, chief medical officer of the 
U. S. Office of Civilian Defense, has previously 
outlined the fundamentals of hospital mobilization 
for handling civilian casualties in large numbers, 
and much has been written on the various details 
of such mobilization. Moreover, there has been 
considerable nationwide interest and activity in 
coordinating the role of the community hospital 
with the local civilian defense organization in 
planning for major disasters. 


Little has been said, however, about the efficient 
and rapid evacuation of hospital beds either to 
make room for a sudden large influx of casualties 
or for the prompt removal of patients because of 
threatened destruction of hospital buildings as 
from conflagration or the near-by presence of time 
bombs. 


To prepare for emergency evacuation of the 
New Haven Hospital, a committee consisting of 
representatives from administrative, nursing, med- 
ical, and social service staffs formulated detailed 
plans of which the following is a generalized 
abstract. 


The problem may be stated as the partial or total 
emergency evacuation of the hospital either to 
make room for casualties in maximum anticipated 
numbers, or to remove patients because of loss or 
threatened destruction of hospital buildings. 


Ti: evacuation of all or of a considerable por- 
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A previous survey of the local city hospitals 
disclosed that about 60 per cent of their patients 
were readily evacuable and consisted of the fol- 
lowing groups: 


1. Diagnostic problems and observation cases not 
bedridden. 


2. Patients about to be discharged or suitable for 
discharge. 


' 3. Postnatal cases and babies after 48 hours post- 
partum. 


4, Pediatric cases, except for patients who are 
seriously ill. 


It was learned from an experienced British con- 
sultant that the probable number of casualties re- 
quiring hospitalization after an effective air raid 
on an urban community would be about 100 per 
100,000 of population. This ratio, considered in 
relation to the number of beds in the hospitals of 
the area and their occupancy rate, yields an ap- 
proximate figure from which each institution may 
estimate its anticipated portion of casualties for 
hospitalization. 


om 

For example, 200 casualties requiring hospitali- 
zation were prepared for in the New Haven area 
whose population is slightly more than 200,000. 
The city’s three general hospitals offer a combined 
bed capacity of almost 1000 of which approxi- 
mately half are in the New Haven Hospital. We 
therefore made plans to receive at least half of the 
accident cases (100 patients) requiring hospitali- 
zation. 


Since 60 per cent of the hospital’s 500 patients 
were classified as evacuable, the ample number of 
more than 300 beds were regarded as available for 
the demands of an emergency. Such a wide margin 
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of safety in the calculations is desirable to meet 
the contingency that the distribution of cases 
among the hospitals might become grossly dis- 
proportionate because of temporary inaccessibility 
or damage to one or another institution. 


THAT in case of removal of the patient to a 
satellite hospital the envelope with its contents be 
attached to the front of the patient’s gown with 
a safety pin. 


THAT in case of evacuation of the patient to 
his home the contents of the envelope be sent to 


The designation of evacuable patients is obvi- 


ously a basic detail, and the fol- 
lowing was regarded as an 
expedient plan: (1) That a card 
or tag of characteristic color be 
placed in plain view in the card 
or chart nolder on the foot (or 
head) of the bed of each patient 
whose condition, in the opinion 
of the attending and/or resident 
staff, permits his prompt evacua- 
tion by passenger automobile 
either to his home or to another 
designated place other than a 
satellite hospital. Such tagging 
of evacuable cases should be kept 
strictly up to date on each clin- 
ical service. (2) That the number 
of such readily evacuable cases be 
recorded, by the charge nurse on 
each floor, in a designated space 
on either a daily discharge sheet 
which is routinely sent to the ad- 
mitting and discharge office, or 
on a daily census report that is 
sent to one of the administrative 
officers. This information must 
be shared with the hospital con- 
trol center (administrative of- 
ficer by whom all orders to meet 
the emergency situation are initi- 
ated), who must have this daily 
census of evacuable patients and 
their ward locations. 


To insure identification of eve- 
ry patient who may have to be 
evacuated or moved elsewhere, 





EVACUATION QUIZ 


1. How many patients 
shall be moved and 
how shall they be 
chosen? 

2. In what order shall 
the patients be taken? 

3.By which routes 
shall they go through 
the hospital to avoid 
traffic blocks? 
4.By which exits shall 
they leave to avoid in- 
coming traffic? 

5.Where shall pa- 
tients of various cate- 
gories be sent? 

6. How shall they be 
transported and by 
whom? 

7.How is identifica- 
tion of evacuated pa- 
tients to be guaranteed? 

8.What provisions 
must be made for the 
comfort and treatment 
of patients en route to a 
satellite hospital and 
during the first few 
hours after their arrival? 











the admitting and discharge of- 
fice, and the permission slip for 
evacuation, if any, be filed; the 
remainder of the contents to be 
disposed of in the routine man- 
ner by the discharging officer. 


THAT upon the routine dis- 
charge of a patient, under ordi- 
nary non-emergency conditions, 
the contents of the envelope be 
sent to the admitting and dis- 
charge office for ultimate routine 
disposal. 


The extent to which evacua- 
tion of patients will be carried 
out will depend largely on the 
admission rate of serious cases 
to the hospital’s casualty station, 
from which the administrative 
officer in charge of central con- 
trol will decide how many of the 
readily evacuable patients shall 
be discharged and from which 
divisions they are to be taken. 
However, the scope and charac- 
ter of the evacuation may be 
influenced by serious damage to 
a given section of the hospital 
from which patients of all cate- 
gories may have to be removed; 
among these the evacuable per- 
sons might be sent home, while 
the litter cases might be trans- 
ferred elsewhere. Even if com- 
plete evacuation of the hospital 


the following procedure should be satisfactory: 


THAT a window envelope with a reinforced hole 
in one lower corner be pinned through the hole to 
a loop of % inch cotton tape which is securely 
tied to the right head post of each bed at the level 
of the mattress (to be out of ready reach of chil- 
dren or other meddling hands). 


THAT in this window envelope be placed the 
following: (a) Patient’s admission slip so folded 
and inserted that the same shows through the 
window; (b) clothes check list; (c) permission 
slip for the evacuation of minors, bearing signa- 
ture of parent or guardian; (d) patient’s bedside 
name card, which also indicates on whose clinical 
service the patient belongs (card to be inserted in 
envelope at time of evacuation). 
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is indicated, as in case of a conflagration or the 
near-by presence of unexploded bombs, evacu- 
ation would seem best carried out in stages to 
minimize congestion and confusion. Thus, the most 
readily evacuable and least helpless group, (the 
tagged patients), might be cleared out in the first 
stage of the procedure. The second stage might 
include special groups of patients, either tagged 
or non-tagged, or both, as in the evacuation of an 
entire wing or division of the institution. And 
finally, as a third stage, complete evacuation of 
remaining patients might be ordered after the 
preceding groups had been started on their way. 


An important feature of the plan is a simple and 
efficient system whereby evacuation orders shall 
be transmitted from their originator at central 
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control to the personnel responsible for effecting 
the evacuation. This would probably include at 
least the following two procedures: 


A GENERAL announcement or prearranged 
signal transmitted over the hospital call system 
to inform house officers that evacuation had been 
ordered and, if possible, the floors or divisions con- 
cerned should be indicated. 


A TELEPHONE message or messenger sent 
directly to each floor from which patients are to 
be evacuated in order to inform the charge nurse 
how many of her tagged patients are to be pre- 
pared for transfer home. The officer at central 
control would determine the number of evacuable 
patients on each floor from the daily report of this 
figure to the central control, as indicated pre- 
viously. 


A messenger service should be organized to sub- 
stitute for telephonic communication in case the 
latter should be disrupted. 


Patients’ Clothing 


Procedure with regard to patients’ clothing will 
necessarily differ among hospitals, depending on 
whether patients’ home-going clothes are usually 
kept at the bedside or in the room, stored in cen- 
tral wardrobes, or returned to the patients’ fam- 
ilies at the time of admission. For example, in the 
New Haven Hospital the clothes of patients are 
not usually retained throughout the period of hos- 
pitalization. Because expansion of clothes storage 
facilities would create new problems, and because 
the distribution of clothes to large numbers of pa- 
tients would introduce added difficulties and de- 
lays in the evacuation, it was decided as follows: 


THAT current clothes disposal practices remain 
unchanged. 


THAT patients who are to be evacuated home 
and whose clothes are in hospital storage shall be 
sent home in their clothes. 


THAT patients who are to be evacuated home 
and whose clothes are not in hospital storage be 
sent home by car and wrapped in blankets. 


THAT litter patients who are to be transferred 
to a satellite hospital shall go wrapped in blankets; 
if any have clothes in hospital storage, the clothes 
will accompany the patient in his wardrobe bag. 


Along with each evacuee proceeding to a satellite 
hospital should go his personal bedside articles, 
medical history, and such supplies and essential 
medication as may be considered necessary for use 
within a four-hour period. All these could con- 
veniently be placed in a stout paper bag and be 
pinned to the patient’s blanket. 


The clothes of each litter patient could, if con- 
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venient, be sent to the patient’s discharge lobby, 
placed in the wardrobe bag and sent along with 
the patient. Valuables already stored in the safe 
deposit vault of the hospital should probably re- 
main there during the emergency. 


The avoidance of congestion in hallways, at ele- 
vators, and at exits when large numbers of pa- 
tients are being evacuated, and when many casual- 
ties may also be streaming into the hospital, 
requires a carefully integrated traffic plan. The de- 
tails for such will obviously be different for each 
institution, but certain generalizations may be 
made. 


For example, patients designated as readily 
evacuable (bearing evacuation tags) may proceed 
on foot if obviously ambulatory, or by wheel chair 
if indicated in the opinion of the nurse or house 
officer in charge, to previously designated exits by 
way of specifically prescribed routes and elevators. 
Bed cases (not bearing evacuation tags) would be 
transported in bed via prescribed routes and ele- 
vators to their designated exits, where transfer to 
litters would take place as transportation to ve- 
hicles serving as ambulances became available. 


It is desirable to plan alternate exits for the 
various sections of the building in the event that 
primary exits become blocked, and consideration 
must be given to the possibility that gas attacks 
might render exits below street level unusable. 


Service as well as passenger elevators would 
naturally be used, and each elevator should be 
controlled by an assigned operator. Certain ele- 
vators should be reserved for returning beds and 
personnel only. Where elevators became inoper- 
able the non-ambulatory patients would have to 
be transferred to litters on their wards and be 
carried to their designated exits. 


A doctor and a nurse should be assigned to each 
area of exit, and all discharges should be registered 
by a representative of the admitting and discharge 
office at the exit. 


Work With Civilian Defense 


It is assumed that the community will have 
created, through its civilian defense organization, 
an emergency transportation and ambulance serv- 
ice. When the hospital control center orders partial 
or total evacuation, it must inform the officer in 
charge of emergency transportation for the area 
of the number and type of patients (litter and non- 
litter) to be evacuated, the hospital exits at which 
specific numbers and types of patients are to be 
called for, and the destination of each group, 
whether to their homes or to a satellite hospital. 


The hospital control center should inform the 
proper officers, (usually admitting and discharge 
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agents, or personnel at information desks) of every 
patient who is to be discharged home or evacuated 
to a satellite hospital, and these persons should in 
turn try to inform by telephone the families of 
minors only. If some of such families are not 
reached by telephone, or if it is desired to spare 
use of telephones, a liaison worker in the hospital 
control center might request the Red Cross to try 
to inform relatives. To avoid excessive use of tele- 
phones when the city’s communications would 
naturally be strained, adults could be sent home 
without prior notification of families, and in the 
case of patients going to satellite hospitals the 
families could be informed after the emergency. 


SATELLITE HOSPITALS. These will consist of 
buildings suitable for conversion to emergency hos- 
pital use and situated within reasonably close 
travel and communications distance of the main 
hospital. Buildings should be selected with atten- 
tion to adequate kitchen, toilet, and plumbing fa- 
cilities, and space suitable for a treatment room, a 
utility room, and linen storage area in each unit. 
Schools with large gymnasiums and auditoriums 
and relatively extensive plumbing facilities are apt 
to be the most commonly available institutions, 
and some schools that run cafeterias already pos- 
sess sufficient kitchen and dining facilities and sup- 
plies to meet the minimal needs of an emergency 
hospital. 


The satellite hospitals should preferably com- 
prise three subdivisions: (1) A general hospital for 
medical and surgical cases; (2) an isolation hos- 
pital for communicable disease cases; (3) a mater- 
nity division. Large, open ward arrangements 
would probably be most economical of the time of 
professional and service personnel. 


The satellite hospitals would seem best organ- 
ized as annexes to the main hospital and be oper- 
ated on the basis of a ward unit, with all adminis- 
trative activities centered in the main hospital, if 
possible, and directed by telephonic communica- 
tion and visiting members of the professional and 
other departments. 


A mobile pharmacy should be set up in the main 
hospital in advance of the emergency and be pre- 
pared for prompt transportation to the satellite 
hospital. 


Food supplies might be ordered from local ware- 
houses for delivery directly to the satellite hos- 
pital, and the availability of local Red Cross stores 
for at least emergency use should be investigated. 


A list of instruments and supplies essential for 
the satellite hospital should at least be drawn up 
for prompt reference when the emergency de- 
velops. 


An adequate number of cots and essential bed- 
ding should be stored at the satellite hospital in ad- 
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vance of need. The cots should probably be re- 
placed by beds as soon as convenient after occupa- 
tion of the satellite hospital. 


This outline illustrates the many problems that 
emergency evacuation of a hospital entails, and it 
indicates the lines along which each institution 
may work out its own specific plans. 





Fifteen More Hospitals Form 
War Disaster Emergency Units 


Affiliated hospital units of civilian physicians, 
organized by the Office of Civilian Defense and the 
U. S. Public Health Service, now number thirty- 
seven, according to a June 22 announcement by the 
OCD Medical division. These units are to provide 
supplementary staffs for emergency base hospitals 
and to assist the Army in extemporized hospitals 
in a serious military emergency. 


Twenty-two hospitals which had completed 
formation of the units were announced April 15 
(see May issue of HOSPITALS). The fifteen new 
ones, as of June 15 are: 

Delaware Hospitals, Wilmington, Delaware. 

Elizabeth General Hospital, Elizabeth, New 

Jersey. 
Goddard Hospital, Brockton, Massachusetts. 
Greenville General Hospital, Greenville, South 
Carolina. 

Hillman Hospital, Birmingham, Alabama. 

Macon Hospital, Macon, Georgia. 

Medical College of Virginia, Richmond. 

Methodist Hospital, Dallas, Texas. 

Millard Fillmore Hospital, Buffalo, New York. 

Mississippi Baptist Hospital, Jackson, Missis- 

sippi. 

Mount Sinai Hospital, New York, New York. 

Queens General Hospital, Jamaica, Long Is- 

land, New York. 

Rhode Island Hospital, Providence, Rhode Is- 

land. : 

Santa Clara County Hospital, San Jose, Cali- 

fornia. 

Waterbury Hospital, Waterbury, Connecticut. 

The June 15 report also reveals that up to that 
date, a total of 251 institutions had been invited 
to form units; unit doctors had been nominated by 
161 hospitals; 105 of these had taken oath for com- 
missions in the U. S. Public Health Service; ap- 
plications had been received from 649 members of 
units, and 303 of these had taken oaths. 


In a June 30 release, the office of Civilian De- 
fense quoted Director James M. Landis as saying 
that only one out of five of the larger industrial 
plants has made arrangement for hospitalization of 
war disaster victims, and the proportion is even 
less among smaller plants. He urged the owners 
and managers of all war plants to work with the 
Emergency Medical Service which has surveyed 
medical and hospital facilities in most communities. 
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Concerted Action 
Checks Smallpox 
Epidemic Quickly 


HELEN G. MARTIN 
Superintendent, Ohio Valley Hospital of Steubenville 


NOTE: The smallpox epidemic, once a constant threat 
to public health, is a rarity today. At the request of HOS- 
PITALS, Miss Martin here describes the onset of such an 
epidemic in her community and the measures adopted to 
cope with it.The Editors 


Valley Hospital were informed that an out- 

break of smallpox had occurred in a village 
six miles down the river from the city of Steuben- 
ville, Ohio. The cases at first were thought to be 
“chickenpox,” and for that reason little attention 
was paid to them. Failure to recognize the earliest 
symptoms led to rather widespread exposure in 
the community. 


D == the middle of April, we at the Ohio 


Two members of a family here had visited a 
middle-aged couple, in the little town below us, 
who supposedly had “chickenpox.” In about eight 
days, they too developed a rash. A week later, 
four children in this same family were afflicted. 
All these cases were diagnosed as smallpox. None 
of this group had ever been vaccinated. 


Four other cases developed in the city—one a 
small child who had attended school with the chil- 
dren in the family mentioned above; a clerk in one 
of the department stores, a young woman em- 
ployed in an office, and a mill worker. There was 
no history of exposure in the three latter cases. 


Besides the ten cases in Steubenville, there were 
thirty-eight in the county and a few in an adjoin- 
ing county. In attempting to trace the primary 
focus for the outbreak, evidence indicated that it 
had been prevalent for sometime in the rural area. 
It was discovered that in a certain school, out of 
twenty-eight vaccinated, twenty-five had immune 
reactions and three only showed a primary take. 
None of this group had been previously vaccinated 
but most of them had given a history of having 
had a “rash” or “chickenpox” about the middle of 
March. 


As soon as it was known that there was an out- 
break of smallpox, wholesale vaccination was im- 
mediately begun by municipal and county health 
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authorities, assisted by the medical and nursing 
profession, pharmacists, and volunteer nurses’ 
aides. 


Our city has a population of approximately 
35,000, of this number 28,278 persons were vac- 
cinated between April 22 and May 12. Of the 6722 
not vaccinated, 1500 were school children in the 
first five grades who were previously vaccinated 
during the pre-school clinics conducted by the 
Health Department each yeer, and 200 were per- 
sons discharged from the armed forces for over-age 
and defects, leaving approximately 5000 residents 
of the city for whom there was no history. of vac- 
cination during the past five years. This afforded 
87 per cent protection. 


As Steubenville is located on the Ohio River 
with two states, West Virginia and Pennsylvania, 
adjoining, a large area was involved as well as the 
Ohio River traffic. For this reason, the State De- 
partment of Health referred the matter to the U. S. 
Public Health Service at once. When the proper 
officials arrived, they required all river traffic per- 
sonnel disembarking in the area to report to the 
local health department for vaccination. 


Representatives of the U. S. Public Health Serv- 
ice conferred with the County Medical Society on 
the diagnosis of and control measures for smallpox. 
Many of the physicians had never seen a case of 
smallpox and one of them had been in practice for 
thirty years. 


Throughout the epidemic, the comprehensive 
vaccination program was made possible by the ex- 
cellent cooperation of the medical, industrial, 
trade, school, and service groups in our own city 
as well as those in the surrounding towns, counties, 
and adjoining states. Thousands were vaccinated 
in the industrial area across the river in West Vir- 
ginia. In order not to disrupt war production, the 
employees were inoculated right on the job in the 
department where they worked. 


All patients were quarantined in their own 
homes for a period of thirty days. Some cases were 
severe but none fatal. 


At the hospital, all employees who had not been 
vaccinated within the last five years were inocu- 
lated. No effort was made to vaccinate the pa- 
tients, except those who especially requested it, 
and there were only six. Visiting was limited to 
members of the immediate family only. A double- 
check was made of all patients admitted through 
the doctor or the emergency room for a suspicious 
rash. There were no suspects during the entire 
time the epidemic prevailed. 

The U. S. Public Health Service has issued the 
warning to “keep vigilant” and to make a more 
careful diagnosis of “rashes” as a preventive meas- 
ure of future outbreaks. 
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Hospitals on The Western Frontier— 


A Backward Look Through 124 Years 


THEODORE BLEGEN 

Dean of Graduate School, University of Minnesota 

ROM the pioneer days of old Fort Snelling to 
Fe present is interwoven with the small be- 

ginnings and the great development of the 
Minnesota hospitals. The saga of Minnesota hos- 
pitals tells of sacrifice and service, human devo- 
tion, progressive public enlightenment, professional 
and scientific advance, and the achievement of 
specialization of function without neglect of 
human values. 


This is a time when we have need of seeing our 
institutions and ourselves in historical perspective, 
for evil forces abroad are trying to cut loose from 
values rooted in the achievements and sacrifices 
of the past. 


So look back from 1943 to 1819, from Franklin 
D. Roosevelt’s day to that of James Monroe, from 
a modern commonwealth to a lonely frontier of 
Indians, fur traders, and soldiers. Look first into an 
order book of a Fort Snelling lieutenant for June 

The document directs the surgeon to “make 
returns ... for such supplies of Vegetables, Poul- 
try, Milk &c as He may think necessary for the 
Use of the Sick”—and the order is followed by 
instructions about rations and costs, a revelation 
of economic restrictions not wholly absent from 
the annals of American hospitals. 


A hospital proper was among the first buildings 
put up at Fort Snelling. An army surgeon, Dr. 
Edward Purcell, arrived at the fort with the troops 
in 1819, and by 1821 provisions were being sent to 
the “Hospital”—such provisions as pork, fresh 


Presented at the Minnesota Hospital Association Convention, 
Minneapolis, May 1943. 
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beef, ase flour, salt, vinegar, soap, candles. It is 
perhaps not surprising to find that, in those pre- 
chloroform days, whisky was among the standard 
requirements of the hospital. 


Perhaps there was a:temporary log structure at 
first, but the completed fort hospital, as pictured 
in old maps and drawings, was a substantial stone 
building between the round tower and the hexa- 
gonal tower, two structures that have survived the 
decades and are still to be seen at Fort Snelling. 

One side of the hospital was the stone wall of 
the fort; on the other side were doors and win- 
dows; later a second-story porch was added where 
convalescing patients had a panoramic view of 
primitive Minnesota scenery at its best. For many 
years all the water for the fort was hauled up from 
a spring. 

A report from a later date tells us that the hos- 
pital had three large ward rooms. On the second 
floor the windows and porch doors could be opened 
for ventilation, but on the first floor, we are told, 
the ventilation was “entirely natural.” Since there 
were no windows at all on the wall side, one can 
only conclude that it was very natural, indeed. 


In later years a surgeon attributed the large 
number of cases of pneumonia to the lack of fresh 
air in the fort buildings. He explained the matter 
by saying that the soldiers were obliged to use 
quarters erected in frontier times when “it was: 
the aim to place the largest number of soldiers 
into the least possible space without any regard 
to the demands of hygiene.” 


Whatever the limitations, the hospital of the 
pioneer fort was a busy place. It sometimes met 
demands from outside the military. For example, 
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in 1827 eight Chippewa Indians who had been am- 
bushed by hostile Sioux were brought to the fort 
hospital, and the surgeon did “all in his power to 
relieve them.” 


The Thanks of a Chief 


One victim was Chief Hole-in-the-Day, who had 
been shot in the breast. His only child, a little girl, 
had also been wounded and finally died of her 
wounds. There were no nurses, but the officers’ 
wives took turns in caring for this child. Upon her 
death, her father, the chief, spoke to the American 
Indian agent, Major Taliaferro, with the dignity 
befitting a chief. “My only child,” he said, “left 
me to go to the great Spirit above last Night. Her 
body is all that is now left to me and her bones are 
dear to me.” He would take the body, he said, to 
his own lands, and added, “I thank you and the 
white people here for the great Charity done us 
in our distresses, My Father.” This chief’s gratitude 
contributed to the long-continued friendship of the 
Chippewa nation for the whites in the Northwest. 


About 1849 a second military hospital was erec- 
ted, at Fort Ripley—a frame building filled in with 
brick, one story high, with an attic. The chapel 
and fort offices were in the same structure. 


A surgeon’s report complains of the ventilation; 
the air in the medical ward was practically stag- 
nant; and only a few feet in the rear of the 
windows were the woodhouse and latrines. The 
surgical ward communicated with the mess hall, 
from which kitchen odors permeated. 


This pioneer hospital had no bath, washroom, 
water closet, or. dead house, and for lack of sepa- 
rate rooms the attendants slept in the wards. 


A copy of a diary kept at old Fort Ripley by an 
army chaplain stationed there in the 1850’s tells 
of patients with typhoid fever, soldiers with frozen 
arms and legs, and accident cases of various kinds. 
On one occasion there was a suspected murder, 
and an autopsy was held by a well-known St. Paul 
physician, Dr. Thomas R. Potts, whose investiga- 
tion brought to light twenty-six large gallstones 
and an affected liver—which disposed of the suspi- 
cion of foul play. 


A third military hospital before the days of 
civilian hospitals was a log structure at Fort 
Ridgely in the Minnesota River Valley. This fort 
played a dramatic role in the Sioux War of 1862. 
The fort, which was described as “more fit for a 
county fair than for a fort,” was not far from New 
Ulm. To it several hundred refugees fled when 
Little Crow and his warriors went on the warpath 
in the late summer of 1862. From August 18 to 25, 
the post, manned by some 180 soldiers and volun- 
teer defenders, held out against a horde of Indian 
besiegers who looked upon Fort Ridgely as the 
“door to the valley as far as to St. Paul.” 
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(Photo by Courtesy Julius Weitznew, New York) 


Seth Eastman Painting of Old Fort Snelling in 1850, the 
Hospital Against the Skyline. 


The fort’s hospital soon filled with injured and 
with refugees suffering from exposure and shock. 
The post surgeon, Dr. Alfred Mueller, and his wife 
Eliza tended the wounded and sick with such skill 
and devotion that their work is mentioned in the 
military reports. Mrs. Mueller made coffee and car- 
ried it to the exhausted sentries. When the am- 
munition within the fort was becoming exhausted, 
the doctor’s wife directed the women in making 
cartridges of three-quarter inch slugs cut from iron 
rods in the blacksmith’s shop. 


Honored by Monument 


Forty wounded men were brought to the fort 
after the battle of Birch Coulee, and Mrs. Mueller 
cared for them in the hospital. Survivors recalled 
long afterward that her presence was like “sun- 
light” in the “darkened hospital.” This courageous 
pioneer nurse has been honored by the State of 
Minnesota, which has erected a monument over 
her grave at Fort Ridgely, and it is not surprising 
to learn that she has been described as the “Flor- 
ence Nightingale of Fort Ridgely.” 


The military hospitals of the frontier, like the 
pioneer forts, were of service not only to soldiers 
but also to the native population and white settlers. 
They were havens where doctors vaccinated In- 
dians, mended the injured arms of fur traders, and 
advised farmers on the treatment of children 
stricken with disease. But as the westward march 
of America caught up with the Minnesota frontier, 
towns sprang up and soon needed civilian hospitals. 
The capital city, St. Paul, in 1852 was a settlement 
of some 1500 people, a community built around the 
French Catholic Chapel of St. Paul. 

In the spring of that year a St. Paul newspaper, 
the Minnesota Weekly Democrat, ran a curious 
announcement. It was headed “St. Paul Hospital” 
and it stated that two men named Rey and Carlioz 
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Father Galtier’s Chapel, Minnesota’s First Private 
Hospital 


had “commenced building . . . a large four story 
bui'ding for a Hospital.” This was to be “under 
the superintendence of Doctor Carlioz, a French 
physician of distinguished eminence in his profes- 
sion.” Later the paper said the building was mak- 
ing progress, but that meanwhile “Vital Guerin’s 
house, would be employed as a temporary hospital, 
under the charge of Doctor Carlioz and assistants.” 


Vital Guerin’s wife was famed as a midwife in 
the pioneer town, and Doctor Carlioz ran an adver- 
tisement in which he described himself as a 
“Surgeon, Physician and Accoucher,” a graduate 
of the universities of Paris and Turin. He even 
announced that he would “take pleasure in exhibit- 
ing his diploma to any one who desires to see it.” 
And he added a final note that he had “instruments 
of the most approved kinds, for every surgical 
operation ever required.” 


Frontier Charlatan 


Alas for the historian, this eminent surgeon’s 
advertisement ran for exactly a year, then disap- 
peared; probably he had paid for a year’s run; 
whether he practiced in St. Paul or built the four- 
story hospital the records do not disclose, but his 
hewspaper announcement smacks of a frontier 
charlatan. 


St. Paul did not have a real hospital until two 
years later, in 1854. Through the encouragement of 
Bishop Cretin, St. Joseph’s Hospital was completed 
that year on the same site that it occupies today. 
The gifted Mother Seraphine and three other sis- 
ters of the order of St. Joseph of Carondelet came 
up from St. Louis to take charge of the new 
venture. 


Before St. Joseph’s Hospital was ready for use, 
Asiatic cholera appeared in St. Paul and the sisters 
undertook to nurse the sick in the old log chapel 
from which the city had taken its name. But soon 
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they were able to use the new hospital, a stone 
building seventy-two feet long and thirty-four 
wide, with a basement housing the kitchen, vege- 
table cellar, and laundry, and three stories which 
included everything from a chapel, wards, and as- 
sembly room to the sisters’ living quarters. The 
attic had two rooms for what a modern writer has 
called “neurological cases which were usually 
cases of delirium tremens.” But in the 1870’s the 
attic was rearranged to include an operating room 
which it was said would “relieve the patients in 
the several wards from the sickening scenes which 
they have been frequently compelled to witness 
before.” 
Early Smoking Room 


A humanitarian touch is disclosed by a smoking 
and reading room in the hospital for the benefit of 
convalescent “lovers of the weed,” to quote a St. 
Paul newspaper. 


A force pump made spring water available on 
all floors. 


A newspaper comments admiringly on the ven- 
tilating system which was faulty until a number 
of stoves “were introduced into the building... 
which by means of pipes introduced cold air from 
the outside” which in turn was warmed before 
being allowed to escape into the rooms. 


The original price for private rooms, “furnished 
with the careful attendance of the Sister, a doctor, 
medicine, lights and fuel,” was eight dollars a 
week. Charity patients were cared for at St. Jo- 
seph’s, their expenses paid by the city. 


In 1855 the hospital took care of sixty-eight such 
patients. In 1870 St. Joseph’s had a grand total of 
some 250: patients, many of them sufferers from 
typhoid fever. 


A newspaper of the 1850’s gave special praise to 
the nursing Sisters, who devoted, it said, “their 
whole time and labor to this work of practical 
Christianity.” This paper said, “The best of nurs- 
ing, clean and airy rooms, good diet, and attention 
have cheated the stern tyrant of many victims 
there, and sent them ‘on their way rejoicing,’ full 
of gratitude to those who prefer to minister over 
the couch of suffering, to leading a life of flaunting 
idleness and vanity.” 


Just why the alternative was so uncompromising 
the paper does not make clear. But the press ac- 
curately voiced a gratitude that was multiplied 
through the years. 


The institution was fittingly the scene of pioneer- 
ing surgical advances, most notable of which, per- 
haps, was the cholecystectomy performed by Dr. 
Justus Ohage of St. Joseph’s in 1886, the first 
operation of its kind in America. 


(Part II will appear in the September issue.) 
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One Solution to PERSONNEL 
SHORTAGES 


In Tuberculosis Institutions: Rehabilitation 


I. D. BOBROWITZ 


Medical Superintendent, Municipal Sanitorium, Otisville, New York 


HE nursing and personnel shortage in hospitals 

and sanatoria is an acute one and the situation 

promises to become more critical in the future. 
Tuberculosis institutions, however, have the means 
to surmount this difficulty to a great extent by 
proper utilization of their rehabilitation depart- 
ments. Patients being rehabilitated and deriving 
the manifold benefits of that activity, can at the 
same time furnish the hospital with valuable prac- 
tical services. 


These institutional assignments for the patients 
can be classified as: Group 1—pavilion or ward as- 
sistants, or captains; Group 2—ward duties (am- 
bulatory pavilions); Group 3—miscellaneous as- 
signments or functions; Group 4—regular part- 
time and full-time positions (rehabilitation pa- 
tients). 


It is to be emphasized, however, that the func- 
tion of the rehabilitation department is primarily 
to provide benefits to the patient and not advan- 
tages to the hospital. These assignments must not 
interfere with the specific training or instruction 
required for the patient. In other words, the em- 
ployment or rehabilitation scheme should not be 
altered or sacrificed to the detriment of the patient 
in order to ease the personnel shortage. 


In the plan to be outlined, all the basic principles 
of proper rehabilitation are adhered to. The pa- 
tients are placed in the rehabilitation program 
only after satisfactory fulfillment of all the med- 
ical criteria and following approval at a regular 
vocational conference. The duties of Group 1 are 
outlined in Table I. 


The part of the chart handled by the ward cap- 
tains (the temperature, pulse and respiration 
sheet, the weight sheet, and doctor’s order sheet) 
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is kept separate from the main part of the chart. 
The patient does not substitute for the nurse in 
making rounds with the physician. The nurse and 
physician attempt to make rounds together, but 
this is not always possible and the captain will re- 
mind the nurse of the orders left. The ward as- 
sistant’s daily report to the nurse is a printed form 
which includes information concerning the census, 
vacancies, admissions, transfers, discharges, pa- 
tients on basket, pneumothorax refills, rounds by 
doctors and nurses, and unusual ward happenings. 

Ward assistant positions are given to patients 
when their rehabilitation work is on a basis of the 
following considerations: (1) of diversional nature, 
with no specific training or employment plan 
needed; (2) as actual training and preparation for 
those who will enter the nursing profession; (3) 
for individuals with experience in nursing who are 
to return to their professional occupation; (4) and 
occasionally to adjust patients psychologically and 
to have them develop confidence in a position of 
responsibility by association with other patients 
and individuals. 

These duties require a certain degree of work 
tolerance, depending on the size of the ward or 
building. Patients are placed on a specified amount 
of daily activity after an evaluation of their x-ray, 
physical, clinical, and laboratory findings. Before 
their actual placement in the rehabilitation pro- 
gram, patients have been ambulatory for a varying 
period of time and their initial assignment is 
usually for an hour. 

Most of our ambulatory buildings have a ca- 
pacity of sixteen and twenty beds, though several 
have eight beds, and two others are of twenty-five 
and forty beds each. A captain with one hour of 
activity can satisfactorily care for a small ward. 
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As the physical condition of the patient improves, 
transfer to a larger ward can be made. The harden- 
ing process for the patient and increase of the 
work tolerance can also be effected by an addi- 
tional rehabilitation assignment (as for example, 
in the occupational therapy shop), until the indi- 
vidual is ready for placement in a ward assistant’s 
position in a larger ward. 


Other patients are eligible for more than an 
hour’s daily activity originally, and they can be 
appointed to a fairly large ward. Basically, how- 
ever, no patient is given more activity than the 
physical condition permits. The work require- 
ments which cannot be handled in the activity 
allowance for one captain must be covered by 
other ward assistants or the nurse. We have, how- 
ever, never required more than one patient as- 
sistant in our ambulatory buildings. 


The work of the captain is not difficult or 
fatiguing and does not interfere with the patient’s 
regular daytime rest hours or early night retire- 
ment. The patient’s treatment is thus continued 
while the regulated activity is being increased and 
the aim of the rehabilitation program fulfilled. 


The supervising nurse in contact with the wards 
has an opportunity to observe those patients to be 
considered for rehabilitation. From personal study 
of these individuals and the reports of other 
nurses, a definite idea can be formed of the pa- 
tient’s background, attitude, habits and qualifica- 
tions. At vocational conferences, the approval of 
the patients as ward assistants will be influenced 
in great part by the information furnished by the 
nurse. These patients are then interviewed by the 


nursing division for a final opinion concerning 
their eligibility. A patient must be alert, under- 
standing, intelligent and clean, with a full sense 
of responsibility, to be accepted. 


The supervising nurse confers at length with the 
newly appointed ward captains in the assigned 
ward and instructs them in their duties, describing 
and illustrating the various procedures under di- 
rect working conditions. The “outside” staff nurse, 
or nurse for the ambulatory wards, and supervis- 
ing nurses, have the opportunity daily to look after 
the captains’ activities and to guide them in their 
work. In addition, the supervisors meet with all 
the ward captains once a week to comment on gen- 
eral problems, point out deficiencies, and discuss 
procedures. 


These duties are not skilled or technical ones 
and can easily be taught to the patients. No nurses 
are assigned on a full time basis to our ambulatory 
wards. These wards are cared for in major part 
by the patient assistants or captains under the 
direct supervision of the nursing staff. The outside 
staff nurse during the day, (7 a.m. to 3:30 p.m.), 
afternoon (3:30 p.m. to 12 midnight), or night (12 
midnight to 8 a.m.), usually makes at least two 
and occasionally three visits to all the ambulatory 
pavilions. A supervising nurse during each tour of 
duty will also inspect the pavilions at least once 
and occasionally twice. 


These patient assistants are also used in the 
semi-infirmaries. Semi-infirmaries are for patients 
who do not require complete bed rest but are not 
yet well enough to be fully ambulatory. These 
wards are equipped with dining rooms where pa- 
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TABLE I—DUTIES OF WARD ASSISTANTS ACCORDING TO TYPE WARD 








DUTIES 


SEMI- 
INFIRMARIES 


AMBULATORY 


WARDS INFIRMARIES 





Call patients to arise in A.M. 

Take patients temperatures, A.M. and P.M. 

Assign, supervise the ward duties of other patients. 
Supervise bed making by other patients. 

Chart temperature, pulse, and respiration. 
Maintain ward discipline and rest hour observance. 
Supervise distribution of night nourishment. 
Supervise the retirement of the patients at night. 
Weigh patients weekly; record the figures. 

Rounds with physicians and nurses. 

Daily report for nurse. 

Consult with nurse on daily routine. 

Report to nurse if patient is away from ward without reason. 
Answer the telephone. 

Act as messenger and get supplies. 

Check with patients concerning cleanliness. 
Supervise patients’ bath or shower schedule. 
Distribute mail. 

Assist patients on basket. 

Call nurses any time, day or night, for emergency. 
Assist with meals in ward dining room. 

Look after laboratory specimen containers. 

General assistance. 

Routine cleaning. 
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tients have their meals. Semi-infirmary patients 
are able also to utilize the ward showers, wash 
rooms and toilet facilities, and to take their own 
temperatures. A certain number will also make 
their own beds. The remainder of the time they 
maintain complete rest. However, nurses are re- 
quired on these wards for medications, nursing 
care, bed making, meals, rounds with physicians, 
pneumothorax treatments, etc. 


More Than One to a Ward 


The patient assistants help during their hours of 
activity permitted for the day. For proper coverage 
of the semi-infirmary wards more than one patient 
assistant can be assigned if necessary. We have 
been able to administer our semi-infirmaries by 
the use of trained attendants and patient ward as- 
sistants under the supervision of staff and super- 
vising nurses making periodic rounds. Trained 
attendants have furnished in a satisfactory manner 
all the nursing care required in the semi-infirma- 
ries except that medications, treatments, special 
nursing attention and doctors’ orders are the re- 
sponsibility of trained nurses. 


Most of the captains feel proud of their work 
and have a keen sense of responsibility about their 
“home” or ward. A good captain will favorably 
influence the behavior and morale of the other 
patients. 


It is of value to compensate patients in these 
positions at the rate of $10 or $20 per month, de- 
pending on the size of the ward, for compensation 
engenders in them an improved morale and an 
optimistic outlook. These results are especially 
important for individuals who have looked for- 
ward for a long time to the period when they could 
become physically active and in a degree econom- 
ically sufficient. 


We have utilized this system for many years and 
found the method a practical, successful means of 
ward care. All of our ambulatory buildings have 
been adequately and satisfactorily cared for by the 
use of ward assistants supervised by nurses. The 
services rendered by captains in the semi-infir- 
maries and infirmaries have also been of practical 
value. Many additional nurses or attendants would 
be required if patient assistants were not utilized. 
Moreover, our staff nurses and hospital attendants 
have been made available for the places where 
they are more urgently needed, such as the infir- 
maries, semi-infirmaries, clinics, and operating 
rooms. 


Group 2, ward duties, include responsibilities that 
all patients in the ambulatory wards assume. 
Semi-infirmary and infirmary patients have no 
ward duties. Ambulatory patients make their own 
beds and take their own temperatures and are 
assigned as indicated in Table 2. 
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TABLE II—WARD DUTIES OF ALL AMBULA- 
TORY WARD PATIENTS 


. Deliver articles to office, laboratory and store. 

. Sweep floor of sitting room in evening. 

. Polish brass (2 to 4 hand basins). 

. Clean sinks (1 to 4). 

. Dust tables and chairs (2 large tables, 4 to 8 chairs). 

. Polish mirrors (1 to 4). 

. Keep sitting room in order. 

. Clean windows of rear door and porch door (6 to 12 
panes of glass). 

9. Deliver drug book and some drug solutions to and from 
the drug room. 











In small wards, patients have two of these duties, 
while in larger pavilions only one is assigned to 
each patient. A list is posted every week by the 
pavilion captain with the specific duties for the 
patients. Most of these assignments represent only 
a few minutes’ work daily and none of them re- 
quires more’ than one-half hours’ work a day. 


The heavy cleaning in the ward is done by the 
porter who dusts the walls, sweeps and scrubs the 
floors, cleans the toilets and shower rooms, re- 
moves the trash bags, empties the waste paper 
baskets, washes and sprays (for vermin) the beds 
and clothes lockers, and removes the laundry. 


These patients’ assignments are under the super- 
vision of the patient ward assistant and nurse. 
They are not part of the actual rehabilitation train- 
ing or work recommended for the patient, but 
merely represent a portion of the patient’s activity 
while in the ward. These ward duties help provide 
a gradual increase in physical activity and improve 
the work tolerance of the patient in preparation 


for the regular rehabilitation assignment that will 


be made. 


We have not encountered difficulty in the co- 
operation of the patients in the performance of 
their ward duties. It is explained to them and they 
understand that their assignments are not difficult 
and are primarily of value to themselves for the 
improvement of their physical condition and in- 
crease of work tolerance—in other words, as treat- 
ment. Besides this, it can now be emphasized that 
in relation to the personnel shortage, the activity 
represents a useful role of the patients in the war 
effort. 


The services of the patients as represented by 
the ward assistant positions and ward duties have 
enabled our ambulatory pavilions to be almost 
self-sufficient. 


Effects Felt Elsewhere 


Under Group 3, miscellaneous assignments or 
functions, the rehabilitation program has a prac- 
tical bearing on the shortage of other employees. 
As part of their training, patients receive a great 
deal of their experience, after the instructional 
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phase, by actual performance of work as assistants 
in the various sanatorium departments. Patients 
are hospitalized until arrested, and they will have 
reached an activity of several hours a day prior to 
discharge. Their preliminary training will have 
been completed in time for them to serve for a long 
while in a definitely useful capacity. 


As the work tolerance of both groups of patients 
is built up, the equivalent is obtained of many 
capable part-time employees who, for periods of 
from one to four hours or more daily, offer the 
sanatorium beneficial services. These placements 
usually represent specific rehabilitation needs and 
for a few other patients, only diversional require- 
ments. 

Patients as Teachers 


It should not be necessary to delay purposely 
the. discharge of the patients because of their re- 
habilitation activities. Attempts should be made to 
have trained patients or sanatorium personnel 
teach new patients and have each rehabilitation 
function represented by experienced and efficient 
patients so that when a few are discharged others 
will be ready to assume their responsibilities. The 
instruction for these patients has not been a 
burden. 


With Group 4, part and full-time positions (re- 
habilitation patients), the personnel shortage can 
in part be solved by dividing each vacant full-time 
position into two part-time jobs. Patients on a 
four-hour activity basis or those who have been 
discharged and on at least a four-hour daily work 
tolerance are qualified for these part-time place- 
ments. As usual the basic principles of rehabilita- 
tion are operative. The appointment to the position 
must be in line with the rehabilitation objectives 
and plan of the individual. The sanatorium job 
should not take precedence over any other sana- 
torium or outside training that might be required. 
There are, in addition, other individuals not eli- 
gible for special rehabilitation training (because 
of education, age, work experience or medical in- 
dications) who are in need of direct placement, 
and many of these will be suitable for sanatorium 
work. 


The State Rehabilitation Department and tuber- 
eulosis and health associations and other agencies, 
can refer ex-patients who have been partially or 
completely rehabilitated or trained and are eligible 
for placement in the institution. 


Those appointed can be paid a salary of $20 a 
month while working part time. The patients gain 
practical experience in suitable employment and 
are provided with medical observation and full 
maintenance in the institution. Thus their rehabili- 
tation is combined with a partial solution of their 
specific economic problems. 
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As the physical condition of the patients im- 
proves, their work tolerance is increased with the 
approval of the supervising physician. The addi- 
tional hours of activity are utilized in proper 
rehabilitation work by assignment through the 
vocational conference. When they have reached 
the equivalent of eight hours work tolerance daily, 
they are eligible for full-time regular positions in 
the hospital with the salary and privileges of reg- 
ular employees. Until they are graduated to a full- 
time regular employee status, these individuals are 
considered rehabilitation patients. They need not 
necessarily remain in the wards, for they can be 
housed in separate employees’ quarters and thus 
not decrease the available beds for patients. 


Many hospital vacancies, including skilled and 
subordinate positions, could be readily filled by 
arrested tuberculosis patients. There are many 
eligible patients discharged from the sanatorium, 
or in the city, on four to eight hours activity who 
could easily handle these assignments. The numer- 
ous institutional vacancies represent a diversified 
group of available jobs. This program will not only 
help solve an acute employee shortage, but will 
result in the hiring of capable, steady and satis- 
factory individuals. ; 


This scheme of part-time positions is the only 
phase of our rehabilitation program that is recent. 
The rest of it has been in satisfactory operation 
for years. It is interesting to note that since the 
opening of this sanatorium in 1906, patients have 
been employed here. 


At the present time, of 308 regular full-time 
employees, fifty-one are ex-tuberculous individuals 
who serve in the various departments in the fol- 
lowing positions: Clerks, porter and pantrymen, 
nursing attendants, telephone operators, cooks, 
auto enginemen (chauffeurs), maintenance men, 
laboratory technicians, stenographers, kitchen 
workers, laboratory assistants, x-ray technician, 
blacksmith, laundry worker, linen room worker, 
seamstress, occupational aide, store manager. 


In addition, there are twenty-five paid patient 
employees; seventeen captains or ward assistants; 
one relief telephone operator; one laboratory office 
clerk; two administrative office clerks; one relief 
orderly; one print shop helper; one linen room 
worker, and one assistant hospital attendant. Oth- 
ers work as assistants in various rehabilitation 
functions in the manner described above in 
Group 3. 


Know the Value of Health 


Ex-patients are without question our most satis- 
factory employees. They cooperate completely, 
thoroughly understand the institutional problems 
and are diligent, willing, and capable workers. 
Moreover, they know the value of good health and 
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take good care of themselves. Our experience has 
shown that their ordinary sick leave is half of that 
required by our regular employees. Relapses from 
tuberculosis have been quite infrequent. An aver- 
age of twelve years of full time employment has 
preceded the occasional relapse. 


With a good employee health service and the 
teaching of hygienic practices to patients and em- 
ployees, there is practically no health hazard in the 
employment of these people. From a compensation 
point of view, there can be little question of liabil- 
ity by the institution for it would be difficult to 
prove causal relationship between their occupation 
and tuberculosis, their pre-existing disease being a 
matter of record. 


Leopold Brahdy has stated in reference to indi- 
viduals who have had tuberculosis, but who are 
apparently healed: “Opportunity to work is the 
sole way to rehabilitate these ex-patients and hos- 
pitals and sanatoria have taken the lead over 
industry in giving them employment. Long ex- 
perience has established the fact that ex-patients 
work among tuberculous patients without danger 


to themselves. Of course a few ex-patients experi- 
ence recurrences, but these they might suffer no 
matter where they work or even if they did not 
work at all. Ex-patients who were never hospital 
employees until given jobs after apparent arrest of 
their lesions, when they had recurrences of activ- 
ity, have made claims for compensation on the 
employing hospital. Unfortunately a few physi- 
cians supported these claims by alleging that such 
recurrences were due to working in contact with 
tuberculosis patients. There is no basis in clinical 
experience for this allegation. The claim implies 
that hospitals, in employing ex-patients, are put- 
ting them in an environment where they are 
peculiarly liable to get recurrences. Though it has 
no scientific basis, such testimony is a serious 
handicap in rehabilitation. A myth does harm even 
though most people disbelieve it.” 
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Notice: Deadline on HOSPITAL DAY Exhibits Is August 15 


The deadline for receipt of observance reports 
of the 1943 National Hospital Day from hospitals 
has been set at August 15. Hospitals have only 15 
days in which to submit their entries to be judged 
in the national competition for awards. 


It has been customary in the past for entries to 
be pasted into a scrap book. This gives an ease of 
handling, but it is not obligatory. 


The Awards Committee wants pictures of win- 
dow displays, group meetings, etc. All newspaper 
clippings pertaining to National Hospital Day, and 
to the year-round public education program should 
be included. In other words, the committee asks 
for a complete report of public education activities. 
Was much radio time used? Speakers? Round- 
table? Dramatized program? Was it local time or 
national or sectional network? 

Individual hospitals may submit reports singly, 
or they may submit a joint report through their 
hospital council. State and regional associations are 
also invited to participate. 


A suitable award will be made in each of five 
classes: 


1 Hospital in a city of 15,000 or less popula- 
tion 

2 Hospital in city over 15,000 but less than 
100,000 


3 Hospital in a city over 100,000 population 


80 


National Hospital Day 24-Sheet Poster 
on City Hall of Philadelphia 





4 To a group of hospitals for city-wide observ- 
ance 


5 To a state or regional association for a pub- 
lic education program throughout its area 


Members of the Awards Committee are: R. F. 
Cahalane, chairman; Rev. John J. Bingham, and 
R. H. Bishop Jr., M.D. 


Complete reports should be mailed to R. F. 
Cahalane, chairman, Council on Public Education, 
American Hospital Association, 18 East Division 
Street, Chicago 10, Illinois. 
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Subscribers Hospitalized During First 
Six Months of 1943 Pass Half Million 


orRE than one-half million subscribers to 
M Blue Cross Plans were hospitalized during 

the first six months of 1943. On the aver- 
age (annual basis) there were one hundred three 
patients for every thousand Blue Cross partici- 
pants during the period. This rate was 4.6 per cent 
less than during the corresponding period in 1942 
and 3.7 per cent less than in 1941. 


The rate of admissions increased from an all 
time low of ninety-three patients per thousand 
participants in January to one hundred seventeen 
patients. per thousand participants in June. This 
trend corresponds with the experience of other 
years when low hospitalization rates occurred in 





PATIENTS* PER THOUSAND PARTICIPANTS 


NUMBER OF 
MONTHS PLANS 1941 1942 1943 
January 58 112 101 
February 65 102 106 
March 64 100 104 
April 65 107 108 
May 68 103 101 
June 68 118 121 


Weighted Average 108 
*Annual Average Basis 





the early months of the year with substantial in- 
creases experienced in the summer months. 


The weighted average annual admission rate for 
the first half year was lowest for large plans and 
highest for small plans. This also follows the pat- 
tern of experience in corresponding periods of 
1941-42. 


On the average, one hundred seventeen patients 
per thousand participants were hospitalized by 
small plans during the first half of 1943. This was 
almost 15 per cent more than were hospitalized by 
the large plans which experienced incidence of one 
hundred two patients per thousand participants. 
The six-month average in 1943 for the large plans 
was 4.6 per cent less than in 1942; and the six- 
month average for small plans was 4.5 per cent 
greater than during the same period of 1942. The 
rate of hospitalization among plans with more than 
fifty thousand contracts was less in 1943 than in 
1942 during all six months. But it was greater in 
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AVERAGE LENGTH OF STAY 


YEAR NUMBER OF 
1943 PLANS 


January 
February 
March 
April 
May 
June 


DISCHARGED 
PATIENTS 


12,713 
8,640 
9,561 
7,638 

10,708 
6,881 


AVERAGE 
STAY 


8.8 days 








Total... 
Wrelentad: Averanec... Se 7.8 days 





1943 than in 1942 among plans with less than ten 
thousand contracts during the months of January, 
February, and April. 


Data reported by approximately one-fourth of 
the approved plans indicate the average length of 
stay of Blue Cross patients was about 7.8 days 
during the first six months of the year. The longest 
stays were reported during January and shortest 
during June. Over the six-month period longer 
stays were reported by plans during months of low 
incidence and shorter average lengths of stays 
were reported during months of high incidence. 


Although the admission data upon which in- 
cidence rates are based did not run concurrently 
with discharge data from which average lengths 
of stay were computed in the preceding tables, it 
appears that increased admission rates during June 
were offset through decreased length of stay dur- 
ing the corresponding period. 


Plan Not Subject to Franchise Tax 


In a recént ruling of the Supreme Court of Ohio, 
the Cleveland Hospital Service Association is de- 
clared “not subject to the franchise tax levied on 
other domestic insurance companies. The judg- 
ment of the Court of Appeals is accordingly con- 
firmed.” 


An excerpt from the Ohio Bar Association Re- 
port of July 12, 1943, gives further detail: “The 
State has the undoubted authority to determine 
the manner in which domestic corporations shall 
be taxed and, if it chooses, it may relieve some cor- 
porations from certain taxes which corporations 
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of a different nature are required to pay, or sub- 
stitute a different form of taxation, provided, how- 
ever, such method of taxation is in accordance with 
the provisions of the Constitution. 


“An examination of these statutes discloses that 
the General Assembly has determined that these 
corporations shall be taxed in the specific manner 
provided by Section 669-3, General Code. The 
Court of Appeals found that the corporation has 
complied with these statutory requirements and 
paid taxes thereby imposed. * * * * * It follows 
therefore that the plaintiff is not subject to the 
franchise tax.” 


A. D. Baldwin, president of the Cleveland Hos- 
pital Association, of the firm of Garfield, Baldwin 
and Vrooman acted as attorney for the Cleveland 
Hospital Service Association, John A. McNamara, 
director. 

* * * 


Best Seller 


The problem of providing a high standard of 
hospital service in wartime still faces hospital ad- 
ministrators throughout the country. Many have 
found the folder “When Demands of War Tax 
Hospitals” to be helpful in their relations with 
patients and visitors at admission desks, in wait- 
ing rooms, and some have found them of interest 
to individual patients during the period of con- 
valescence. 


The folder was offered at cost and more than 
600,000 copies have been purchased, mostly by 
Blue Cross plans and have been distributed to hos- 
pital patients and visitors. There has been a recent 
expression of interest in a reprinting (the present 
supply is nil) and the Hospital Service Plan Com- 
mission offers the folder contingent upon receipt 
of enough orders to warrant a rerun. 


The 8-page booklet in two colors is offered at $10 
per thousand, express collect. In quantities of ten 
thousand or more, the price is reduced to $8 per 
thousand, express collect. 


Hospital administrators not familiar with the 


booklet may request copies from their local Blue 
Cross plan or the Commission office. 


* %* * 


Milestone 
Philadelphia’s Blue Cross hospital plan, the As- 
sociated Hospital Service of Philadelphia, has paid 
more than $7,000,000 to hospitals for the care of 
subscribers during the past four and a half years. 


This figure was reached on July 10, 1943, when 
June hospital bills were settled by the plan. The 
check which pushed the total past the $7,000,000 
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John N. Hatfield, administrator Pennsylvania Hospital 

(left) receiving from Orville H. Builitt, treasurer Asso- 

ciated Hospital Services of Philadelphia, the check that 
rounded out $7,000,000. 





mark went to Pennsylvania Hospital, oldest hos- 
pital in the United States and one of the first to 
cooperate with the Blue Cross. 


“June hospital payments will total more than 
$250,000,” declared the plan’s treasurer, Orville H. 
Bullitt, who presented Pennsylvania’s check to its 
administrator, John N. Hatfield. “We’ve come a 
long way since our first month, December 1938, 
when we mailed out $1228 to the hospitals.” 


* * * 


Plans Afoot in British Columbia 


C. Rufus Rorem, director of the Hospital Service 
Plan Commission, visited Vancouver, British Co- 
lumbia, early in July, to confer with representa- 
tives of the Lower Mainland Hospital Council con- 
cerning establishment of a Blue Cross Plan for the 
Vancouver area and ultimately for the province. 
Chairman of the sponsoring committee is E. S. 
Withers, superintendent of the Royal Columbian 
Hospital, New Westminster, and Dr. A. K. Hay- 
wood, administrator of the Vancouver General 
Hospital, has been active in encouragement of the 
movement. The local committee is recognizing the 
need for a low-cost plan which will provide com- 
plete hospital care in the minimum type of room 
accommodations. 


Enroute to Vancouver, Mr. Rorem visited Port- 
land and Seattle where he addressed the Board of 
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Governor Edward Martin of Pennsylvania signs a Blue 

Cross application in the presence of O. Leon Gonzalez, 

public education director of the Capital Hospital Service 

of Harrisburg. The enrollment of state employees is very 
large in Pennsylvania. 





Trustees of the Northwest Hospital Service Plan in 
Portland and the nominated trustees of the Wash- 
ington unit of the plan, as well as other members 
of the Washington State Hospital Association. 


* * 8 


Hospitals Cooperate with Adjacent Plans 


The Associated Hospital Service of Capital Dis- 
trict, Albany, New York, has increased its number 
of member hospitals to twenty-four through the 
addition of the Memorial Hospital of Greene 
County, Catskill, New York, and the Hudson City 
Hospital, Hudson, New York. 


These hospitals, which have been participating 
hospitals of the Associated Hospital Service of 
New York for some time, became member hos- 
pitals in the Albany plan also, through the coopera- 
tion of the New York Plan. Service benefits are 
now available to subscribers of both plans who 
live in the area bordering the territory covered by 
each plan. 





%* * %* 


Business Week Story 


In the July 10 issue, Business Week reports on 
the phenomenal growth of Blue Cross Plans, and 
states that “NWLB ruling ‘No Pay Increase’ has 
given a shot in the arm to hospitalization insur- 
ance which now numbers its subscribers in the 
millions.” 
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“Employers with frozen wage scales, casting 
about for other means of keeping workers happy, 
have hit upon free group hospitalization insurance 
... the plans believe that part of the 100m in en- 
rollment may be due to the ruling that hospitaliza- 
tion insurance payments by employers, deductible 
for income tax purposes, are not considered wage 
increases.” Copies of the article have been re- 
printed through courtesy of Business Week and 
are available upon request to the Hospital Service 
Plan Commission.” 


* 





* 





* 


Use of Victory Garden Surplus 


Surplus vegetable products from Minneapolis 
Victory gardens may be turned over to hospitals 
and other agencies by their growers through a 
“Waste Not-Want Not” plan for handling sur- 
pluses, now being worked out by victory garden 
committee of Minneapolis Defense Council’s con- 
sumer interests division. 


Anticipating surpluses, the committee obtained 
through the Minnesota Hospital Service Associa- 
tion names of hospitals which would need sur- 
pluses and would be willing to use them. Some 15 
have asked for spare produce from the victory 


gardens. 
* * * 


Member Hospital Emblem 


The Member Hospital Emblem which is fur- 
nished by Blue Cross plans to all of their member 
hospitals throughout the Nation has been accepted 
so generally that William S. McNary, chairman, 
committee on hospital relations, is making a sur- 
vey to determine whether or not usage is 100 per 
cent. “The committee believes that the display of 
the emblem in hospitals helps to create and main- 
tain unity of member institutions in their common 
objective.” 


An illustration of the Member Hospital Em- 
blem appeared on page 79 in the April issue of 
HOSPITALS. 


* * * 


Future of Voluntary Hospitals 


The June Bulletin of the Hospital Association of 
Pennsylvania carries an open letter to members 
of the association from Raymond F. Hosford, presi- 
dent-elect. Part of it is here quoted: 


“If, as many believe, the future of our system of 
voluntary hospitals is endangered by the govern- 
ment’s Social Security Program, then the future of 
Blue Cross Plans is in an even more precarious po- 
sition. To assure their place in the post-war world, 
Blue Cross Plans must extend their benefits to still 
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greater masses of people, this they can accomplish 
only with the support and understanding of the 
voluntary hospitals—and not at the expense of 
these institutions. It is of the utmost importance 
to both hospitals and Blue Cross Plans that a sound 
foundation of understanding and cooperation be 
established without loss of time. The hospitals 


of Pennsylvania, through their association, have | 


made a friendly gesture in this direction. 


* * * 


Beginnings in South Dakota 


Associated Hospital Service, Inc., Sioux City, 
Iowa, O. L. Smith, executive secretary, has ob- 
tained working agreements with a number of hos- 
pitals in the larger cities and towns of South Da- 
kota. Preliminary activities indicate prospects of a 
good enrollment among employed groups. 


a * * 


State of Washington Accepts Blue Cross 


Northwest Hospital Service Plan, Portland, Ore- 
gon, M. F. Bradley, director, has completed ar- 


* of 2% 


Plans’ Growth During First Half 


more than one and one-fourth million persons 

during the first six months of 1943. This is the 
largest enrollment increase experienced by plans 
during any previous January to July period. The 
total membership of the seventy-seven plans ap- 
proved by the American Hospital Association on 
July 1, 1943 was eleven and three fourths million 
persons not including more than one-half million 
enrolled under servicemen’s contracts which are 
being held in suspense for the duration of the war. 


} T= enrollment of Blue Cross plans increased by 


The greatest gain was reported by the Michigan 
Plan with headquarters in Detroit which enrolled 
one hundred seventeen thousand persons during 
the first six months of the year. Nine additional 
plans with headquarters in Newark, Boston, Pitts- 
burgh, Toronto, Cincinnati, Chicago, Philadelphia, 
New York City and Cleveland each enrolled more 
than forty thousand participants with the result 
that the net growth of these ten plans accounted 
for more than 50 per cent of the increase in mem- 
bership reported by all plans during the period. 


Twenty-eight plans each had one hundred thou- 
sand or more participants by July of this year. The 
thirteen with headquarters in New York City, 
Detroit, Cleveland, Pittsburgh, St. Paul, Boston, 
Chicago, Newark, Philadelphia, Cincinnati, New 
Haven, St. Louis, and Buffalo each covered more 
than three hundred thousand participants. Their 
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rangements for expansion of enrollment and hos- 
pital service protection in the state of Washington. 
This was accomplished by obtaining a certificate 
of authority from the state regulatory bodies in 
Washington. The Board of Trustees of Northwest 
Hospital Service Plan is being increased to include 
fifteen Washington representatives appointed as 
follows: nine by the State Hospital Association, 
three by the State Medical Association and three 
from the general public. 
* * * 


Bibliography of Blue Cross Literature 

The Commission office has written all Blue 
Cross plan directors asking that they compile a 
list of published and unpublished material about 
the hospital service plan movement, specifically 
requesting speeches and articles by hospital ad- 
ministrators and hospital board members who have 
been interested in the growth of the nonprofit 
voluntary hospitalization movement. Hospital ex- 
ecutives are urged to forward this material imme- 
diately to their local Blue Cross plan or to the 
Commission office. 


%* * %* 


of 1943 Exceeds All Records 


combined membership accounted for seven and 
one-half million persons or 64 per cent of the 
total participants in all plans. The fifteen plans 
with headquarters in Rochester, Toronto, Denver, 
Chapel Hill, Boston, Washington, D. C., Toledo, 
Syracuse, Providence, Milwaukee, Youngstown, 
Rockford, New Orleans, Winnipeg, and Kansas 
City had each enrolled between one hundred thou- 
sand and three hundred thousand participants and 
accounted for two and one-fourth million persons 
or 20 per cent of the total membership in all plans. 


Sixty per cent of the net growth of plans during 
the first half of 1943 were family participants, and 
40 per cent were subscribers. This high percentage 
of family participants resulted in a further in- 
crease in the ratio of family participants to sub- 
scribers in the total membership of plans. Of the 
total number on July 1, 54 per cent were family 
participants and 46 per cent were subscribers. 


As might be expected, the membership in Blue 
Cross plans follows the pattern of population con- 
centration throughout the country. Approximately 
five and one-half million persons have been en- 
rolled by plans in the North Atlantic states, one 
million in the South and South Atlantic states, 
three and three quarters million in the Central 
Northeast states, one and one quarter million in 
the Central Northwest states, and one-half million 
in the Far Western states. 
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Chicago Institute for Administrators 


Opens Twelve-Day Course on August 30 


MALCOLM T. MacEACHERN, M.D. 


Associate Director, American College of Surgeons and Director 
of Chicago Institute for Hospital Administrators 


ers and leaders of discussion who are au- 

thorities on the latest aspects of the prob- 
lems confronting the present day administrator, is 
planned for the Eleventh Chicago Institute for 
Hospital Administrators, to be held August 30 to 
September 10 at the Knickerbocker Hotel. Co- 
operating with the American Hospital Association 
in the conduct of the institute will be Northwest- 
ern University, the American College of Surgeons, 
the American College of Hospital Administrators, 
the American Medical Association, and the Chi- 
cago Hospital Council, and a number of local hos- 
pitals which will present demonstrations on dif- 
ferent phases of service. The demonstrations will 
be held on five afternoons during the institute, 
and will constitute a most important part of the 
program. Registrants have a choice of demonstra- 
tions to attend on any given afternoon, subject to 
limitations of the number attending any one hos- 
pital. 


A PROGRAM keyed to wartime needs, with speak- 


In general the daily program will be presented 
in five phases—lectures, seminars, demonstrations, 
panel discussions, and round table conferences. 

A preliminary digest of the program, in brief, 
is as follows: 


MONDAY, August 30 


Morning—BasiIc PRINCIPLES OF HOospiTaL ORGAN- 
IZATION AND MANAGEMENT 


James A. Hamilton, New Haven; President, 
American Hospital Association 


Afternoon—PERSONNEL PROBLEMS AND PERSONNEL 
MANAGEMENT AS RELATED TO HOSPITALS 


Mr. Hamilton 


Evening—PaNnEL RounD TABLE CONFERENCE 
GeET-ACQUAINTED SocrAL Hour 


TUESDAY, August 31 


Morning—Business ADMINISTRATION OF HOSPITALS 
—BUuDGETING; ACCOUNTING; CHARGES; COLLEC- 
TIONS; FINANCING IN GENERAL (Lecture and Sem- 
inar) 

George Bugbee, Chicago; Executive Secretary, 
American Hospital Association 


August 1943 





Afternoon—DEMONSTRATIONS IN HOSPITALS 
Evening—PANEL RouNnD TABLE CONFERENCE 


WEDNESDAY, September 1 


Morning—THE PHySICAL PLANT—MAINTENANCE, 
UTILITIES, CONSERVATION 


" Roger DeBusk, — MD., Evanston; Director, 
Evanston Hospital 
Afternoon—DEMONSTRATIONS IN HOSPITALS 


Evening—PAaNneEL RounpD TABLE CONFERENCE 


THURSDAY, September 2 
Morning—Foop SERVICE AND Foop RATIONING 


Nell Clausen, Milwaukee; Dietitian, Children’s 
Hospital; President-Elect, American Dietetic 
Association; and Kathryn McHenry, Chicago; 
Chief Dietitian, Veterans Administration Fa- 
cility, Hines Hospital 
Afternoon—DEMONSTRATIONS IN HOSPITALS 


Evening—PANneEL RounD TABLE CONFERENCE 


FRIDAY, September 3 
Morning—B Loop AND PLASMA BANKS 


Sidney O. Levinson, M.D., Chicago; Director, 
Samuel Deutsch Serum Center, Michael Reese 
Hospital 


CIVILIAN DEFENSE AS RELATED TO HOSPITALS 
George Baehr, M.D., Washington; Chief Med- 
ical Officer, Office of Civilian Defense 


Afternoon—SprEcIAL DEMONSTRATION IN CIVILIAN 
DEFENSE 


RECEPTION AND TEA—Alexian Brothers Hospital 
Evening—VIsIT TO HEADQUARTERS, AMERICAN Hos- 
PITAL ASSOCIATION 
LECTURE AND SEMINAR, HOSPITAL SERVICE PLANS 
C. Rufus Rorem, Ph.D., Chicago; Director, Hos- 
pital Service Plan Commission, American 
Hospital Association 


SATURDAY, September 4 
Morning—PRIoRITIES, CONSERVATION, SIMPLIFICA- 
TION AND STANDARDIZATION 


Everett W. Jones, Washington; Head Hospital 
Consultant, War Production Board 


PURCHASING, STORES, CONSERVATION OF SUPPLIES 
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Nellie Gorgas, Minneapolis; Superintendent, 
St. Barnabas Hospital 


Afternoon—Rounp TABLE CONFERENCE ON PRIORI- 
TIES AND PURCHASING 


Conducted by Everett W. Jones and Nellie 
Gorgas 
SUNDAY, September 5 


Morning—SperciIaAL CONFERENCE ON WARTIME PRoB- 
LEMS AND How HospitTats ARE ENDEAVORING TO 
Meet THEM 


Conducted by Malcolm T. MacEachern, M.D., 
and collaborators 


Afternoon—SIGHTSEEING 


MONDAY, September 6 


Morning—MeEpicaL STAFF ORGANIZATION AND PRo- 
FESSIONAL PROBLEMS 


Malcolm T. MacEachern, M.D., Chicago; As- 
sociate Director, American College of Surgeons 


Afternoon—THE ORGANIZATION AND FUNCTIONING OF 
THE SMALL HOSPITAL 


Graham L. Davis, Battle Creek, Michigan; 
Consultant on Hospitals, W. K. Kellogg Foun- 
dation 


Evening—RabDIo BROADCAST 


TUESDAY, September 7 


Morning—MANAGEMENT AND SPECIAL PROBLEMS OF 
GOVERNMENTAL HOSPITALS 


MAINTAINING A PROPER PSYCHOLOGY AND PERSPEC- 
TIVE IN HosprTAL PERSONNEL 


Benjamin W. Black, M.D., Oakland; Medical 
Director, Alameda County Institutions 


Afternoon—VisITt TO HEADQUARTERS OF AMERICAN 
MEDICAL ASSOCIATION 


Evening—PanEL Rounp TABLE CONFERENCE 
WEDNESDAY, September 8 
Morning—NuRSING SERVICE AND NurSING EDUCATION 

Madeleine McConnell, R.N., Chicago; Director 
of Nursing, St. Luke’s Hospital; and Lois Hope 
Holiman, R.N., Chicago; Associate Director, 
School of Nursing and Director of Nursing 
Service, Cook County Hospital 
Afternoon—DEMONSTRATIONS IN HOSPITALS 
Evening—PANEL RounpD TABLE CONFERENCE 
THURSDAY, September 9 
Morning—Hospitaut Eruics 
PREPARATION FOR A CAREER IN HospiITaL ADMINIS- 
TRATION 


Joseph G. Norby, Milwaukee; Superintendent, 

Columbia Hospital and President American 

College of Hospital Administrators 
MECHANICS OF PREPARING ARTICLES FOR PUBLI- 
CATION 


John M. Storm, Managing Editor, HOSPITALS 


Afternoon—Visit TO HOME oF AMERICAN COLLEGE 
OF SURGEONS—DEMONSTRATIONS OF ACTIVITIES 


Evening—ANNUAL DINNER FOR MEMBERS OF THE 
INSTITUTE AND FACULTY 
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FRIDAY, September 10 


Morning—RELATION OF HOSPITALS TO Pustic 
HEALTH 


Charles F. Wilinsky, M.D., Boston; Admin- 
istrator, Beth Israel Hospital 
PostwaR CHANGES IN HospITaAL ADMINISTRATION 
AND PostTwaR PLANNING 


Frank J. Walter, Denver; Superintendent, St. 
Luke’s Hospital, President-Elect, American 
Hospital Association 
CLOSING EXERCISES—PRESENTATION OF CERTIFI- 
CATES OF ATTENDANCE 
The evening sessions will be conducted on the 
open forum plan for discussion of questions arising 
out of the lecture, seminars and demonstrations of 
the day. 


A new feature this year will be the “Conference 
Hour” from 8 to 9 a.m., during which a selected, 
specific topic will be discussed each morning for 
those who wish to attend. 


The final day’s session will end at noon following 
brief exercises, the class valedictory, award of 
certificates of attendance, and closing remarks. 


There is still time to register for the institute, 
which promises to be an exceptionally helpful and 
inspiring experience for all who attend. Write to 
Miss Agnes M. McCann, Secretary of the Institute, 
at the American Hospital Association headquar- 
ters, 18 East Division Street, Chicago, Illinois, for 
reservations and further particulars. 





oo 


Year's Effort Put Into Text of 


“Procedure Book” for Hospitals 


“Procedure Book of the Ohio Hospital Associa- 
tion” is the name of a newly published report and 
guide to hospital administrators and employees. It 
is divided into nineteen chapters or sections, some 
representative headings of which are: 


Principles of ethics, admitting and collection 
procedures, hospitalization of indigents, crippled 
children and state cases, dispensary cases, making 
available information relative to patients, uniform 
visiting hours, employment procedure, health ex- 
amination of hospital personnel. 


The book was produced by members of the Ohio 
Association’s economics committee, D. A. Endres, 
chairman; F. G. Carter, M.D., and W. L. Benfer. 
More than a year was spent in compiling the in- 
formation. 


In a foreword, the committee says that its rec- 
ommendations are not offered as “representing the 
only manner in which these procedures should be 
carried out,” but are merely a setting forth of ac- 
cepted practice. Periodic review and revision of 
the text are planned. 
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have realized their responsi- 

bility for economy, and long 
ago they put conservation programs 
into effect. Depression years accele- 
rated the introduction and increased 
the scope of these programs. But 
the problem of dealing with today’s 
priorities, rationing and personnel 
shortage makes what has been done 
in the past seem quite minimal in- 
deed. Any effective conservation 
program requires that the hospital 
department head and his workers have an appre- 
ciation of the need to conserve, plus the willing- 
ness and ability to act. We are creatures of desire. 
What we want to do or like to do, we accomplish. 


| Pnve administrators always 


The degree of accomplishment in a hospital con- 
servation program is governed by three factors: 
Adequate training of employees, adequate super- 
vision, and adequate tools and ideas. If the em- 
ployee is genuinely interested in conservation, he 
will create many of the ideas that a department 
head can put into effect. 


Although this article is concerned especially 
with conservation in the hospital laboratory, it is 
perhaps well to consider a few of the general 
principles of employee cooperation. One approach 
is based on the observation that most people think 
in generalities but live in detail. 


These generalities are symbolized by such slo- 
gans as: Reduce breakage. . . . Reduce usage... . 
Reduce waste. . . . Substitute. 


The problem is to reduce such material to prac- 
tical suggestions. An idea contest sometimes brings 
surprising results. 


From such a contest came several practical sug- 
gestions from the laboratory which are presented 
here. 


Clinical Microscopy, Blood Bank 


Use plastic or no coverslips in looking at urinary 
sediments. 


Wash and re-use all slides and glass coverslips. 


Substitute trisodium phosphate in cleaning 
glassware and rubber tubing. This eliminates the 
use of cleaning solution which consists of con- 
centrated sulfuric acid and potassium dichromate 
for most laboratory glassware except that used for 
Special blood chemistry procedures. 


Use specially cut coverslips in setting up cross- 


_ 


Prepared under the auspices of the Committee on Conservation 
of the Council on Administrative Practice. 
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Outline of Program for 
Conserving Resources of 
The Hospital Laboratory 


F. R. BRADLEY, M.D. 


Superintendent, Barnes Hospital, St. Louis 


matches for blood transfusions. These coverslips 
are approximately one millimeter thick and do not 
break when dropped. They also are easier to clean 
with less breakage. 


Cover the foot of the beds in the blood drawing 
room with castoff pieces of rubber sheeting; cover 
the pillows with small hand towels; and place 
eighteen-inch-square pieces of rubber sheeting un- 
der the donors’ arms. This protects and conserves 
linens. 


Store rubber tubing, rubber bulbs and rubber 
bands in sealed metal containers in the ice box. 


Place wide rubber bands around blood counting 
pipettes before placing them in the shaking ma- 
chines. This protects the tips and ends of the 
pipettes against being cracked or broken. 


Use cleansing tissue for cleaning all parts of 
microscopes except the objectives or oculars where 
lens paper is still employed. 


Use less alcohol in running up tissues and in 
cleaning blood counting pipettes. Water and ace- 
tone are used to clean the pipettes in place of 
water, alcohol, and ether. 


Use extra heavy test tubes for special routine 
work, such as in running urinalyses. This cuts 
down breakage. 


Use the Somogyi method of determining quanti- 
tative urine sugars in place of Benedict’s quantita- 
tive sugar method. The Somogyi method requires 
only sodium carbonate and test tubes and a Bunsen 
burner. This avoids the use of more expensive 
glassware such as burettes and the more expensive 
and complicated reagents. 


Bacteriology Laboratory 


Wash coverslips used in pneumococcus typings 
and re-use. Wash by boiling, and clean with xylol 
and alcohol. 


Conserve the use of mice for pneumococcus typ- 
ings so that typings are made only when use of 
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specific sera is intended. The army requirements 
for mice are 95 per cent of the supply, so they are 
difficult to obtain for civilian use. 


Use discarded surgical instruments for autopsies 
on guinea pigs and mice used in laboratory. 


Use discarded greens from kitchen to feed lab- 
oratory animals. 


Blood Chemistry Laboratory 


Make a job analysis. It may be possible to re- 
arrange space and operations so that work may 
proceed on an “assembly line” technique. 


Reduce unnecessary motion to a minimum. Ar- 
range for all specimens to enter the “assembly 
line” at the same place. 


Use various types of apparatus designed to facil- 
itate rapidity of measurements. The automatic 
burette which finds its own zero point is an 
example. 


Blood sugar determinations are made in great 
numbers and can serve as an illustration of pro- 
cedure. 


All blood specimens enter the line at the same 
place; movement and space arrangement from left 
to right or vice versa: 

Precipitation of blood protein. Filtration which 
follows precipitation. Automatic pipettes for meas- 
uring reagents for sugar determination. Boiling 
water baths under small hood. Bath of running 
water for cooling. Arrangements for adding last 
reagents. Burettes for titration. 

While one chemist makes titrations, an assistant 
makes calculations. When a series of calculations 
is completed, the first chemist checks the calcula- 
tions of the second. 


General 


The broken end of pipette tops and tips whose 
calibrations are not altered may be reground. 


Broken flasks and graduates may be salvaged, 
provided the calibrations are not destroyed, by 
chipping the sharp edges with a copper wire Bun- 
sen burner screen. (Hold the glass vessel in one 
hand and chip with downward sweeping motions 
of the screen held in the other hand so that any 
glass particles chipped off will be thrown away 
from the eyes and face.) 


Grinding of pipettes, flasks, and graduates may 
follow shearing, if desired. The grinding may be 
done on a small emery grinding machine with a 
rheostat attachment so that it runs at a slow rate. 
The technician must use safety goggles in this 
procedure. 


Glass instruments, such as burettes, whose cal- 
ibrations will not be harmed by repair, should be 
taken to a glass blower. Often new stop-cocks can 


88 





be blown on, so that a $6. burette can be repaired 
for $1.50. 


Mercury used in Van Slyke equipment may be 
recovered and cleaned. Perhaps the simplest way 
is to strain the mercury, which is picked up.from 
desk tops and the floor, through a chamois. Press- 
ure, by twisting the chamois and squeezing it with 
the fingers, is necessary. In addition, mercury may 
be cleaned by running hot and cold water alter- 
nately through the mass, and then bubbling com- 
pressed air through the mercury during the night. 


Use pyrex glass. Generally, pyrex glass lasts 
much longer than softer glass. One exception has 
been found to be glass funnels. 


Recover permutit after absorption of ammonia 
from urine in urea determinations as originally 
described by Folin. 

The last suggestion is an important one, for it 
tersely describes a philosophy of teaching institu- 
tions which are exemplified by our modern hos- 
pitals. 

“Divide laboratory work among the technicians 
so that each one has a different range of laboratory 
work each week (allocation of work). Rotate the 
technicians at one-week intervals, so that each can 
learn the other’s work, does not become bored and 
get stale on the job, and each can pick up where 
the other left off.” 


By reducing breakage, waste, usage, by substitu- 
tion and increasing efficiency, we gain more than 
the cost of supplies. The money value of supplies 
saved is not the entire saving. With fewer supplies 
to handle, the efficiency of the hospital is im- 
proved. 

One must be careful, however, not to reduce 
the amount of useful supplies to the point where 
delay and borrowing occur. Shortage of essential 
diagnostic and therapeutic apparatus in any hos- 
pital means inefficiency and many harried mo- 
ments. 

An example may be that of blood pressure ap- 
paratus. Several years ago the taking of routine 
blood pressure was unusual and done by the in- 
tern. In those days, one blood pressure apparatus 
to two or three nursing divisions was adequate. 
Today the nurses take routine blood pressure read- 
ings, often every fifteen minutes, especially for 
postoperative neurosurgical patients, and we can 
well imagine what would happen when there were 
not at least one blood pressure apparatus on each 
floor. 

Shortage not only causes borrowing and the loss 
of equipment for hours, due to forgetfulness, but 
there are many unhappy moments when two pa- 
tients need blood pressure readings simultane- 
ously. To reduce the supply of such critical ap- 
paratus is like having an army without rifles. 
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War Pinches British Hospital Diets, 


But No Patient Is Denied Necessities 


EIRLYS MEREDITH BROWNE, B. SC. 


Food Supervisor and Head Dietician, St. Bartholomew’s Hospital, London, England 





The famous old St. Bartholomew’s Hospital, 
which was established in the year 1123, 
was bombed in the 1940 Battle of Britain 
but is still operating on the original site. ... 





is to provide for everyone a diet according to 

his needs. The rights of sick persons to extra 
quantities of controlled foods, are checked by the 
Food Ministry as closely as those of workers in 
heavy industries, vegetarians and school children, 
who are eligible for special considerations. 





Ts basic principle of Britain’s food-rationing 


Only when specifically prescribed by the medi- 
cal officer, are these variations of basic rationing 
obtainable. They apply equally to patients nursed 
at home and patients in hospitals. It should be re- 
membered, however, that chicken, rabbit, offal, 
sausage, vegetables and fresh fruit are not rationed 
in Britain; nor are meat extracts and patent in- 
valid beverages which provide that little extra 
variety so necessary to invalid feeding. Although 
supplies of these are limited and fluctuating, it 
may be assumed that hospitals get priority for 
them from their contractors. 


Moreover, hospitals are guaranteed their due 
ration of fresh milk, and get priority in supplies 
of fish and eggs. 


On the whole, war has brought only two sub- 
stantial changes to our menus at “Bart’s”: the dis- 
appearance of fresh fruit, tomatoes, and their 
juices during the greater part of the year, and, 
hinging partly on this, the absence of variety on 
which the tempting of a patient’s appetite so 
largely depends. 


The dietician can, of course, combat the first 
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defect to some extent with synthetic vitamins; 
the second can «ly be offset by greater ingenuity 
in the serving. narely have foodstuffs absolutely 
unobtainable in Britain been required. On such 
occasions, however, good friends overseas, or in 
research laboratories in Britain, have been able 
to send the items needed. At Bart’s we once had 
biltong flown from South Africa for a patient re- 
quiring a high protein diet; and at present a baby 
is being treated for celiac disease with dessicated 
banana supplies from a research laboratory. 

Britain’s food-rationing system is more rigid, 
though not necessarily more stringent in certain 
respects, than the American system. Most of the 
ration books held by the hospital for nursing staff 
and patients entitle the owner to the standard 
ration. This allows weekly one pound of meat 
(approx.), three ounces of cheese, four ounces of 
bacon, eight ounces of fat (including only two 
ounces of butter), one pound of preserves per four 
weeks, an irregular allocation of eggs (this year 
it has worked out at fifteen eggs in twenty-one 
weeks), a packet of twelve dried eggs every eight 
weeks and a milk ration which has stood between 
March and May 1943, variously at two and one- 
half, three, three and one-half, and four pints per 
week. Twenty points per four weeks are given for 
canned and dried foods, biscuits, and syrup. On 
these points our limited variety depends and one 
book will provide—say—one pound of canned 
sausage meat (8), and one pound of date (12), or 
one pound of treacle (8) and two-pound can of 
tomatoes (12). 


The average hospital patient is conservative in 
taste and prefers well cooked plain meals to quan- 
tities of made-up dishes. In the general menus we 
manage five meat meals a week and two fish. In 
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our deliveries of fish—frozen—we have been ex- 
ceptionally lucky, even if the kitchen staff have 
had to deal with varieties never used before. 


Those patients who have been prescribed special 
diets, have their food sent from the special diet 
kitchen in labeled containers. As far as is com- 
patible with the dietary conditions and the Min- 
istry of Food orders, individual tastes are catered 
to by the dietician. 


Patients suffering from certain types of diseases 
receive priority for supplies of various foodstuffs. 
These include: 


Diabetics: Who have their sugar page cut out 
and who are allowed extra coupons for fats, 
meat, cheese and a pint of milk a day. 

Gastric ulcer cases: Who have a permit for up 
to two pints of milk a day and up to four 
eggs a week. 

Jaundice cases: Who may obtain glucose if 
prescribed by the doctor. 


Patients suffering from wasting diseases, such as 
tuberculosis and throat affections, which require 
high calorie diets, are entitled to extra milk. 


Expectant mothers get a pint of milk a day, three 
eggs a week, fruit juices and codliver oil. 

Nursing mothers get three eggs a week while the 
child is between six and eighteen months. 


Children under five get no tea, half the meat 
ration, and a packet of dried eggs every four 
weeks. This is in addition to a pint of milk a day 
and the government issue of fruit juices and cod 
liver oil. 

Babies under twelve months get up to fourteen 
pints of milk a week. 


Unfortunately we have been obliged as a war- 
time measure to restrict the issue of patent foods, 
reinforced drinks and meat extracts, allowing 
these only to those patients for whom they are 
specifically prescribed by the doctors. 


Supplies are controlled in retrospect, depending 
upon the previous month’s numerical returns of 
ration books held. It is the responsibility of the 
dietician to consult with the doctors and see that 
the items prescribed reach the individual patient 
in the right proportions. The time lag which might 
be involved where a single private patient is being 
nursed at home is avoided in an institution where 
large stocks are often held. 


We have been extraordinarily lucky in that our 
patients have not suffered in a material sense from 
wartime food. Lack of skilled kitchen staff rather 
than the supply of essentials has been the main 
trouble. 


It will be noticed that the rations are allocated 
per week, per four weeks and per eight-weekly 


90 


period, and in the case of shell-eggs irregularly. 
The 5112 in-patients who passed through “Bart’s” 
in 1941, stayed an average of 12.6 days. It is found 
that over a period of time, short and long stays 
compensate each other, although only patients 
sleeping five nights in hospital have to give up 
coupons. 


Those living in the hospital from, say, Thursday 
until Wednesday have probably spent their previ- 
ous week’s coupons on entering, and must na- 
turally be left with some to tide them over till the 
end of the week when they go home. It requires 
one full time official to cope with ration book 
queries and difficulties. 


While the office work on the catering side has on 
the whole increased considerably with rationing, 
one aspect of the feeding problem is simplified. 
The question of budgeting to an allowance is re- 
duced to a minimum. The cost of most foodstuffs 
is determined by the Ministry of Food and the sup- 
ply of delicacies is perforce restricted. Therefore, 
the cost per head for feeding is not likely to exhibit 
great rises or falls. 


Moreover, the Ministry of Food’s consideration 
of varying tastes and provision for individual 
needs—not to mention the subsidies which keep 
the price of a sound diet within the reach of every- 
one—is nowhere better appreciated than in Bri- 
tain’s hospitals. 





Outlines Procedure on Use of 
Medical Students as Externs 


Several requests for information concerning the 
use of medical students as externs, received at 
headquarters of the American Hospital Associa- 
tion, caused this inquiry to be directed to Col. 
Francis M. Fitts, M.C., Surgeon General’s Office, 
Washington: 

“Will the placing of medical students on active 
assignment during their medical school period 
prevent their being of assistance to hospitals as 
externs?” This was the reply by Colonel Fitts: 


“Regarding the utilization of enlisted men of the 
Army detailed to medical schools for training in 
medicine, as hospital externs, the surgeon general 
has recommended that such employment should 
not be authorized unless it constitutes an integral 
part of prescribed training. This action was also 
recommended by the president of the Association 
of Medical Colleges. 


“Each case must be decided individually by the 
commandant of the AST unit to which the trainee 
is assigned, on the recommendation of the dean of 
the medical school. I suggest that the request for 
such assignment be presented by the hospital 
authorities to the dean of the school concerned.” 
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Employees House 
Organ Useful In 
Promoting Plans 


ABRAHAM OSEROFF 


General Manager, Hospital Service Association of Pittsburgh 


carry the story of group hospitalization, it is the 

type of publication known as the employees’ 
house organ. Publications of this kind are designed 
. todo a very definite and important job beyond the 
distribution of company news. They are the bridge 
for the inevitable gap that develops between man- 
agement and its employees when an organization 
grows beyond the point where direct personal 
contact is possible. It is the function of 
house organs to humanize the organiza~ 


) there is one medium that is ideally suited to 


serviced alike. We have submitted stories to the 
“57” News of the Heinz company with initials, 
when referring to employees obtaining unusual 
benefits from our plan, and we have seen these 
stories reach print with full names substituted for 
the initials, plus, the department and address of 
the employee. 


On the other hand, an employees’ house organ 
such as Aerogram, published by the Aero Supply 
Manufacturing Co., makers of airplane parts, will 
not use the names of employees receiving hos- 
pitalization benefits, but it will devote a full page 
to a general story and halftones urging workers 
to enroll in the plan. 


It is this individualizing of stories that creates 

a problem in writing for house organs. After a few 
stories have appeared in succeeding issues, it takes 
ingenuity to contrive an article holding additional 
interest. Utilization figures, however, always prove 
of interest to both management and emplcyees. 
Complement all figures, whether amount of money 
saved members or the latest record of enrollment, 
with a good case story and you have an 

immediate answer to the editor’s nev- 





tion, to make the employee feel that he 
is something more than the traditional 
cog-in-a-wheel, and that his welfare is 
not a matter of total indifference to 
his employer. It is these important 
factors which make this public rela- 
tions medium a fertile field for the pro- 
motion of hospital service. 





Concluding 
Article 


Series 
of Six 


er-ending need. 


It may be seen that use of the house 
publication in a program of public re- 
lations demands considerable time and 
attention. Do results justify the ex- 
penditure of such time and effort? It is 
quite impossible to answer this ques- 








Editors of house organs are always 

avid in their search for material. When one so 
often finds in the masthead of such a publication 
the purpose expressed as follows: “To disseminate 
information that will help our workers guard 
against sickness and accident so that they will be 
healthier, happier, and more efficient,” it is a po- 
tentiality of inestimable value. 


Then why haven’t plans taken advantage of this 
outlet? The answer lies in the fact that a general 
news release cannot serve these publications. Yes, 
a mimeographed release announcing some new in- 
crease in benefits or a new enrollment figure may 
occasionally find its way into print in a house 
organ, but in most instances “canned” stories are 
not wanted. 


Invariably the editor of the house organ has an 
aversion for the “boiler plate” story and will not 
permit his limited space to be used for such pur- 
poses. He wants a specially written article with 
fresh illustrations and artwork. He wants it in the 
style of his own house organ. He wants names and 
departments mentioned, human interest material, 
case stories—and the more names the better. 


No two house organs, we have found, may be 
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tion either in the affirmative or nega- 
tive, for results cannot be isolated and 
measured. Whether motion pictures, the radio, 
the house organ, or word of mouth publicity does 
the actual selling it is difficult to ascertain. 


The important point is that we ought not to 
neglect the house organ in the over-all picture of 
public education. It should be used whenever 
feasible, and made a part of every additional en- 
rollment campaign. 


We believe that in most cases the task of pre- 
paring material for the house organ story should 
be shared almost equally between the field rep- 
resentative and the department of public relations. 
It should be the responsibility of the field rep- 
resentative to develop an initial contact with the 
editor of the house organ of the account he is 
servicing. He should then place the association’s 
name on the mailing list of that house organ so 
that each issue may be studied over a period of 
time. 


The particular style and content should be de- 
termined—the physical makeup of the publication 
should be noted—column size, kind of paper, il- 
lustrations, and method of reproduction. If the 
publication is printed “letterpress” on high-gloss 
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enamel paper, it is possible to place any kind of 
an engraving, from a simple line etching of one of 
our cartoons to fine-screen halftones. 


If the potential group warrants it, we may plan 
special photographs tieing in hospital service with 
employees or scenes in the plant. These photo- 
graphs need not be commercially taken or elabo- 
rately posed, but may be made from simple snap- 
shots intelligently cropped and retouched. 


Presenting the Program 


The most important step in the procedure of 
using the house publication comes when the field 
representative has set the date for additional en- 
rollment. Once he has determined his opening and 
closing dates, once he has obtained permission 
from the management and completed arrange- 
ments with the payroll department in so far as the 
mechanics of the solicitation is concerned, he may 
go to the editor of the house organ and present his 
program. 


He can now take full advantage of a form-of 
continuity which would be difficult, if not impos- 
sible, to achieve in any other medium. For with 
the cooperation of the editor it is possible to carry 
the story over several issues in advance of the en- 
rollment date, to build up from a small “teaser” 
notice to a smashing climax of complete data fully 
illustrated. 


An example of this type of presentation is the 
use we recently made of Valley Rural Electric Co- 
operative’s monthly periodical. First our field rep- 
resentative at Altoona, Pennsylvania, had to con- 
vince this organization’s board of the value of our 
service, and explain how participation could be 
provided members by adding hospitalization dues 
to their monthly electric bill. Then it was an easy 
matter to place a notice in the Cooperative’s pub- 
lication and follow this up in succeeding issues 
with pages of illustrated material. At the time of 
enrollment, in addition to copy and illustrations, 
the Valley Rural News carried a perforated appli- 
cation card so that it could be easily removed from 
the magazine, filled in, and mailed to our offices. 


The question may still arise as to why we con- © 


sider the task of providing the house publication 
with material in some ways even more the re- 
sponsibility of the field representative than our 
trained staff writer. It is because the slant of the 
story is all-important in this instance—no one bet- 
ter than the field representative can determine the 
points to be stressed in the message to the em- 
ployees he wishes to reach. 


Depending upon past experiences with each 
particular account, he will stress certain aspects 
and de-emphasize others. He may wish to feature 
the name of some member of management, he may 
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wish to assign credit to the firm’s payroll depart- 
ment, to some foreman, to a union organization, or 
whomever he may consider it more politic to ac- 
claim as the one making the service available to 
employees. 


He may wish to play up existing enrollment 
figures for his account, or he may consider it wiser 
to hold this information off until a more appropri- 
ate time; he may wish to announce a high utiliza- 
tion, but depending on his knowledge of the 
management and the general level of education 
and mentality of employees, he may decide to fore- 
go such a statement and concentrate on some other 
selling angle. 


It is for these reasons that we consider the house 
organ story the domain of the field representative. 
It is only after all the facts have been gathered 
and the slant of the story determined that we ex- 
pect our public relations department to do the 
mechanical job of writing it out. 


Once the writing has been completed, the story 
is not mailed to the editor of the publication, but 
is turned back to the field representative who 
personally submits it to the editor and discusses it 
with him in detail. We have found this arrange- 
ment the most effective from every aspect of 
servicing the account. 


The tendency nowadays is to use as many life- 
like magazine illustrations as possible in periodi- 
cals. But for variety purposes it is well to have on 
hand other materials which may be submitted 
with the written story. We have had a popular 
response to a photographic montage, which is 
merely an air-brushed combination of six photo- 
graphs designed to convey at a glance a general 
impression of the benefits offered by hospital serv- 
ice and thus to attract attention to the accompany- 
ing story. 


Both Mat and Proof Print 


Another device we have used successfully is to 
submit mats of our selling cartoons. Since these 
are humorous they naturally attract the attention 
of editors and are consequently used somewhere 
on the page carrying the story of hospital service. 
We have found that at times editors will go to the 
expense of making up these cartoons in sizes dif- 
ferent from what we submitted. To assist these 
editors, we now make a practice of submitting 
with each mat, a clear, sharply printed proof of 
each cartoon. 


In summing up, we would like to say that the 
field of house organs is an extensive one, and for 
the most part unexplored by hospital service plans. 
There are techniques of presentation yet to be 
developed, and much thought to be given to this 
highly individualized method of public education. 
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A Plasma Bank That Really Is A Bank: 
Contributor May Draw on His Deposit 


A. H. BRITTINGHAM 
Superintendent, Northeast Hospital of Philadelphia 


well understood by the lay public. Its impor- 

tance has been emphasized by the splendid 
yeoman work of the American Red Cross and pain- 
fully brought closer to home by the Boston night 
club fire. 


Yet the means of building and maintaining a 
plasma bank is a major problem that confronts the 
small hospital. Ours is a 100-bed institution and, 
like others of that size, is not in position to in- 
augurate a liquid or frozen plasma bank. Still, we 
needed a large quantity of plasma on hand to serve 
the 150,000 war workers and residents in our com- 
munity, exclusive of the large number of other 
accident victims. 


With this in mind, I appealed to Dr. John O. 
Bower, director of the Foundation for Clinical and 
Surgical Research which is doing outstanding 
work on peritonitis mortalities. My plan included 
the careful oral examination of each applicant, and 
the blood from those with a history of peritonitis 
would be donated to the foundation. Doctor Bower 
was more than willing to cooperate, offering to 
process the blood for us at cost. When detailed 
plans were submitted to the hospital’s board of 
managers, they were enthusiastically in accord, 
and one of the members offered to underwrite 
the entire cost. 


Te need of plasma in substantial quantities is 


Our appeal to industrial companies in the area 
described the need in plain language: “The North- 
eastern Hospital of Philadelphia is now planning 
to establish a substantial plasma bank in the very 
near future, and it is hoped that you will give this 
matter serious consideration and publicity among 
your employees. 


“The purpose of the bank,” we said by way of 
explanation, “is to make available to all those 
working and living in this community sufficient 
plasma to meet any emergency—a protection to 
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your employees and to their families in non- 
compensible accidents, such as burns, collision in- 
juries and post-operative care of surgical cases. 


“We are appealing for two hundred or more per- 
sons to donate their blood. A careful record will be 
kept of each donor, his employer and the names of 
those in his immediate family. In the event these 
donors or members of their immediate families are 
confined to another hospital, we will ‘gladly send 
the needed plasma to them. 


“Tt will be a community bank and represent the 
cooperative humanitarian spirit of its residents and 
workers. 


“Each donor will receive careful medical care 
and is assured he will lose no time from work. If 
those interested will fill out and return the en- 
closed cards, they will be notified of the date and 
time to report to this hospital. 


“Before the date and time is set, we will send to 
you a list of all volunteers and the contemplated 
date with the request that you advise us of the 
most practical time in relation to their working 
hours. We will appreciate your cooperation.” 


It was then recognized that some token of ap- 
preciation should be furnished the donor, so I de- 
signed a simple but attractive pin to be given each. 
The final point of issue was how we would control 
this plasma bank. 


After careful consideration we adopted the fol- 
lowing rules: 


1. Each donor, or at the direction of the donor a 
member of the immediate family, would be en- 
titled to plasma in the amount donated free of 
charge. The donor’s pin would act as authorization, 
and the recipient could be confined to any hospital. 


2. In the event of catastrophe or any community 
disaster, the plasma can be used without qualifica- 
tion, but relatives or friends of recipient must sup- 
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ply us with blood in the same quantity used and 
pay the modest cost of processing. 

3. In an emergency the plasma may be used for 
any patient, but must be replaced by plasma in the 
same amount as used. 

4. A special withdrawal slip must be filled in, 
showing name, address and place of confinement of 
recipient, and attending physician, together with 
the signature of one receiving the plasma. 

5. One day and night supervisor would have 
complete charge of the bank. 


With each appeal to the various firms we en- 
closed cards to be mailed back to us, signed by the 
prospective donor. This card simply stated that 
the individual was willing to donate blood to the 
community plasma bank. The card was retained 
as an operative permit, and each applicant re- 
ceived a second card telling him exactly what time 


to come in, with the caution not to eat a heavy 
meal or drink alcoholic beverages before the ap- 
pointment. 


Each donor was interviewed privately and a 
careful record made of the name, address, names 
of those in the immediate family, and history of 
previous serious illness or operations. Blood pres- 
sure, temperature and hemoglobin were noted on 
the sheet. A permanent file card was made of this 
information and the sheet went with the patient 
to one of the clinic rooms. 


After taking the blood, donors were given coffee 
or orange juice and sugar cakes while resting 
leisurely for thirty minutes. The following day let- 
ters were sent to each donor thanking him and 
advising him he would receive a gold lapel pin 
just as soon as the jeweler could furnish it. 


The response was splendid and the goal attained. 





| More Efficient Dish Disinfecting Machinery Urged 


Health Association appointed a special com- 
mittee on disinfection of dishes and utensils in 
1938. The latest report of this committee indicates 
that in many cases the machines available or the 


T# Engineering section of the American Public 


methods of operation leave something to be de- 
sired. In order to put their testing methods on a 
standardized basis, the committee has recently 
been concerned in devising a standardized soiling 
technique in order that their test of different ma- 
chines and methods of operation might be on a 
comparable basis. 


In the tests so far made it has become apparent 
that grease and such substances as egg, milk and 
flour could be removed readily by hot water alone 
unless the soil was very thoroughly dried. 


In the design of machines they noted the follow- 
ing defects: 

Most wash tanks are not so designed that all sur- 
faces can be easily cleaned, there are sharp angles 
to hold dirt and obstacles such as tray or belt con- 
veyor angle irons together with the rigid structure 
prevent their being readily reached or seen by the 
operator. Particles of decaying food adhere to the 
walls of the tank when it is emptied and pollute 
the next batch of wash solution. 


The design of the pumps is frequently such that 
they cannot be cleaned easily and this contributes 
to the collection of decaying food solids. 


In a number of them the hand operated valve 
controlling the supply of water to the wash tank 
was leaking badly. Or the valve was so placed that 
the handle projected into the working space where 
it is bumped by trays and other objects. Wheel 
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handles are broken off or the stems become round 
so that the handle slips and the valve cannot be 
closed tightly; the valve seats corrode. Under these 
conditions the detergent is soon diluted beyond the 
point of usefulness. 


The bearings of revolving spray arms sometimes 
bind, resulting in a poor coverage of the dishes or 
they may become so worn that the leakage reduces 
jet pressure and volume. 


The size and area of spray slots and jets vary 
considerably in different machines. Small jets help 
to build up jet pressure, but they clog too easily. 


In one single tank machine the rinse jets were 
badly clogged, but the dishes looked fairly clean. 
When the rinse jets were cleaned out the dishes 
came out dirtier rather than cleaner than before. 
The reason for this seemed to be that a greater 
amount of rinse water delivered by the clean jets 
diluted the detergent for the succeeding solution 
below an effective strength. 


Some single tank machines depend upon the hot 
rinse water or auxiliary gas burner to maintain the 
temperature of the wash water. As the jets clog 
the quantity of rinse water decreases and the tem- 
perature drops. Auxiliary gas burners generally do 
not have sufficient capacity to compensate for 
normal heat loss. In one machine the operation of 
the wash sprays for one minute caused a drop in 
temperature of the wash water of 50° Fahrenheit. 


The committee notes that the use of easily dis- 
sembled sanitary pipe lines would improve con- 
ditions by making it easier to keep pipe and jets 
clean and functioning properly. Also that strainers 
should be convenient and easy to clean. 
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War Calls on Medical Librarian for 
Extra Enterprise And Self-Reliance 


MARJORIE J. DARRACH 
Chief of Medical Science Department, Detroit Public Library 


working knowledge in her special field does 

not find subject bibliographies a difficult task 
unless the subject is a very new one. During the 
wartime this may be the case, so it behooves the 
medical librarian to keep abreast of the time. The 
necessity to relate activities to the present dis- 
ruptive conditions is forced upon us at every turn. 


For more than a year before the United States 
entered the war we searched for all kinds of litera- 
ture relating to military medicine and surgery... 
blood banks, burns, shock, blast injuries, and trans- 
portation of the wounded. Industrial doctors were 
asking for information on types of industrial poi- 
soning and injuries seldom encountered before and 
companies were asking for lists for purchase. 


By December 1941 the number of such questions 
had increased, but besides that there were many 
questions related to civilian defense. These re- 
quests were all new as well as those bearing di- 
rectly on military service, and we discovered that 
the answers to most of them were not found in 
periodicals indexed in the Quarterly Cumulative 
Index Medicus or in the Index Catalogue of the 
Library of the Surgeon General’s Office, but in the 
copy of a magazine that arrived in the library last 
week, or even that very day. 


Early in 1940, it was difficult to find material on 
various phases of military medicine. Most of the 
questions on Procurement and Assignment were 
answered from the material in the American Med- 
ical Association journal or from local society bulle- 
tins, but unless United States documents had been 
freely purchased, there was difficulty in locating 
much about the organization of the various services 
under the heading “War” in the Quarterly Cumula- 
tive Index Medicus. There were many cross refer- 
ences and it was a time consuming task to sort out 
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Presented at the Tri-State Assembly, Chicago, May 1943. 


T« properly qualified librarian with a good 
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the articles which were pertinent to the. subject. 
The subjects asked for were new, highly technical 
and frequently hard to find. 

In our library this led to the segregation of ma- 
terial in our current index, which was related to 
war. This was done as early as 1940. For some 
years the senior assistant in the department had 
been making an index of current material which 
was likely to be asked for in our library. This was 
indexed under very broad headings on P slips and 
in pencil. The index covered a three month period 
corresponding to that of the Quarterly Cumulative 
Index Medicus. When new numbers of the latter 
arrived, the slips for that period were discarded. 
The separation of war material was made because 
it seemed wise to keep this information, for at that 
time there was no War Medicine or other aids de- 
voted solely to the subject. 

Let us look at the library picture as it has been 
altered up to the present time. There are many 
aids which make for greater speed and efficiency in 
our service. In January 1941 the American Medical 
Association published the first number of War Med- 
icine. It was published bimonthly “as part of the 
Association’s contribution to preparedness and to 
aid scientific advancement in relation to the mili- 
tary, naval, public health and allied services”. This 
publication contains excellent articles on subjects 
suggested by its title, but a most important part 
is the abstract section. The abstracts are compre- 
hensive and sufficiently long to give an adequate 
idea of the article. Of great importance are the ab- 
stracts from foreign journals of enemy source, few 
copies of which are available in this country. This 
periodical seems to be a must for every library, 
even one of limited resources. 

The April 1942 number of the Bulletin of the 
American College of Surgeons was a “War Issue”. 
In that issue the Department of Literary Research 
of the College published “a Bibliography of War 
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Medicine and Surgery”. Two other such lists have 
since appeared. These lists are divided into “Books 
and Monographs” and “Journal References”. Not 
only are these lists exceedingly helpful and quite 
comprehensive, but the subject headings are sug- 
gestive and may help in locating material else- 
where. 

The Current List of Medical Literature pub- 
lished under the auspices of the Medical Library 


Association and the Friends of the Army Medical , 


Library will also help locate recent material. The 
list is published weekly and consists of the author 
and titles of articles appearing in journals as they 
are received each week. While the headings are by 
subject of the periodical rather than by subject of 
the article, still under such subjects as aviation 
medicine, hospitals, military and naval medicine, 
and nursing articles on related subjects will easily 
be found. Busy doctors find this list useful in keep- 
ing track of articles published in their special field. 


The Bulletin of War Medicine published by the 
Medical Research Council of Great Britain was 
first published in September of 1940. It is an ab- 
stract journal appearing monthly, although for- 
merly bimonthly. This journal, however, will prob- 
ably not be available in most of the smaller hos- 
pital libraries. 


Besides these aids, which are published regu- 
larly, there are many others appearing from time 
to time. A glance at the contents of journals as 
they are received is worth while even for a very 
busy librarian. A whole number devoted to war 
medicine, as for example the June-October issue 
of the Bulletin of the New York College and 
Flower Hospital is worth noting. Several lists have 
been published by libraries including the one of the 
Army Medical Library in the January 1943 num- 
ber of the Bulletin of the Medical Library Asso- 
ciation. This list includes government publications 
and pamphlets and is therefore especially useful. 


In Detroit, we have what we call a “Question 
File”’—a record of the references which have been 
looked up in response to questions which were 
hard to find and which we think might be asked 
for again. In this file we put odds and ends of in- 
formation. Special numbers of magazines might be 
noted in such a file. Some of the house organs have 
contained special war numbers carrying abstracts 
of articles which might not be in your library. It 
is a time-saver in the long run to note such in- 
formation. 


In Pursuit of Headings 


It is often difficult to think of headings under 
which to hunt for specific information. In this con- 
nection two articles in the January 1943 issue of 
the Bulletin of the Medical Library Association 
are suggested: (1) “Expansion of the ‘Cunningham 
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Classification for Medical Literature’ ” Section on 
Military Medicine X1-X12 by Eileen R. Cunning- 
ham and L. Margueriete Prime and (2) “Classi- 
fication of material on Military and Naval Medi- 
cine” by Mary Louise Marshall. 


Aside from all these silent aids, there are our 
fellow librarians. Some libraries do more index- 
ing than others. Not many have the funds or facili- 
ties for publishing but would be very glad to give 
references on the telephone or even send short 
lists on request. I have not sent questionnaires on 
this subject, but business libraries in the biological 
fields often do very detailed indexing and abstract- 
ing. Los Angeles County Medical Association Li- 
brary makes an index but does not separate war 
medicine except by means of cross indexing the 
general heading of military medicine. 


Finger-Tip Control 


This question takes us back to the Index to War 
and Medicine which is made in Detroit. The back- 
ground of the index was mentioned above. To ex- 
plain it somewhat I quote from the introduction 
of the mimeographed index: “Although this in- 
dexing is done hastily, with no time spent in per- 
fecting subject headings and ‘see’ and ‘see also’ 
references, the index functions as a working tool 
for the reference librarian by giving ‘finger-tip’ 
control of the latest material available in the lit- 
erature in the library.” The indexing continues 
daily so that with only the effort of taking the 
books from the shelves we are able to supply what 
is available, including abstracts. 


Hospital administrators are anxious to know 
about preparations which should be made in case 
of disaster, about lighting in blackouts and various 
other problems of the civilian in wartime. The 
preparations for war stood the hospitals in Boston 
in good stead in the Cocoanut Grove fire and 
showed how essential it is to be prepared. 


In a hospital library the librarian, who knows 
what work each member of the staff is interested 
in, can make short lists of books or articles and 
bring it to the attention of the individual. The staff 
can thus be kept informed of new developments 
with much less effort on their part and with a 
minimum expenditure of time. Lists on subjects 
of fairly general interest might be made and dis- 
played on a bulletin board. 


Tropical diseases have become a subject of in- 
terest in this part of the country, for the return of 
men from the active battle fronts has brought a 
new menace in that field. More people desire med- 
ical information about nutrition since food ration- 
ing has been instituted. There are many psycho- 
logic and psychiatric aspects of the disruption of 
civilian life that will be the concern of nearly all 
the members of the staff, both doctors and nurses. 
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‘Even War Cannot 
Spoil Future of 
Alert Hospitals 


KENNETH WILLIAMSON 


Executive Secretary, Association of Western Hospitals 


each hour echoes a cry for the future. It is not 
possible to do many of the things you have 
done in the past. There are others of equal im- 
portance, however, which constitute a worth while 
program for western hospitals. These may be sum- 
marized briefly: 
| TO ENCOURAGE greater unity and strength in 
the various conferences throughout each state. 


TO ASSIST in further developing state associa- 
tions; to encourage closer cooperation with gov- 
emmental hospitals, and greater support to the 
national association. 

TO PUBLISH and disseminate such information 
and material as is important to hospitals. 

TO MAINTAIN close relations with various 
agencies of the government. 

TO EXCHANGE information between state as- 
sociations, not only from those in the west, but 
from all over the country. 

TO EFFECTUATE ways and means of keeping 
the exhibitors’ interest until such time as a con- 
vention is again possible. 

TO ADOPT as a program and to lend every ef- 
fort to assist in the formation of Blue Cross plans 
throughout the ten western states. 


T= is not a time to eulogize a glorious past, as 


This is a day when, more than ever in our his- 
tory, it is necessary that we maintain and increase 
our means of working together. Never has it been 
so important that you support the American Hos- 
pital Association, the Association of Western Hos- 
pitals, your state association and your local con- 
ference. All of these represent a part of this coun- 
try of ours. They are a part of the whole, and as 
each great institution within the country strength- 
ens and knits together, so is the whole strengthened 
and becomes more fortified against seditious ex- 
ploitation. In spite of the terrific pressure you are 
working under, keep the ends together. 


Everyone is trying to do a good job. The Ameri- 
tan Hospital Association is carrying on a program 
the size and significance of which was never en- 
Visioned in the past. Much of what is done by your 
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associations is never recorded and is intangible in 
its benefits to you. These organizations all cost 
money. Everything they are doing costs money, 
and the demands upon their resources become 
greater all the time. Yet there are numerous in- 
stances where a single return is worth many times 
what it cost your hospital. 


I have always wondered how a thing could be 
more than full. The day has come when you can 
actually see what is meant by 110 per cent full. 
There are times when your hospital is 110 per cent 
full and more patients waiting for a bed. You have 
only three surgeries and you should have five. You 
know you should have more relief help, and you 
cannot get it. You are short on orange juice and 
you are long on beans. You had always believed a 
straight line was the shortest distance between 
two points, and you followed the straight and nar- 
row path. 


Now you find there is no relation whatever be- 
tween the path you trod and the points at which 
you will arrive. You learn that you will not have 
a dishwasher tomorrow, that the electric toaster is 
on the blink and you cannot get a new part. There 
are priorities, rationing, war labor boards, war pro- 
duction boards, civilian defense, and on and on ad 
infinitum. 


You come to feel somewhat as the buck private 
did when he complained to his commanding officer 
that he had found sand in his soup and the officer 
asked: “Did you join the army to serve your coun- 
try or complain about the soup?” The soldier re- 
plied: “I joined to serve my country sir, not to 
eat it.” 


You, too, want to serve your country. One has 
but to witness a ship unloading casualties being 
brought “home” for care, or talk to those that 
have, to render you complaintless. How meaning- 
ful that “home” becomes. 


During these days one of the most important 
jobs this association or any association can do for 
you is to maintain good public relations with the 
various government agencies, to attempt whenever 
occasion arises to interpret the hospital to the gov- 
ernment and the government to the hospital and 
thereby to serve both. 


Most of your hospitals are corporations. A cor- 
poration is a fictitious person, and as such has the 
same obligations as every individual. In the words 
of a prominent public relations counsel, “you want 
your hospital to be a citizen in this democracy.” 
Though our complaints at times may be quite justi- 
fiable, if we are going to survive we must appre- 
ciate the other fellow’s problem, and especially 
when the other fellow is the government. 


Not only has your association continually asked 
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various agencies and persons for information and 
assistance, but it has offered to help them in every 
way possible. The results have been most satisfac- 
tory, and this is good public relations. 


James A. Hamilton at a war conference in Cali- 
fornia stated that hospitals are at the crossroads. 
You have yet a chance to guide the thinking and 
to inspire the philosophy of those who in the days 
to come may well decide the future of the American 
hospital, and therefore, to a degree the future of 
each of us. As administrators of hospitals you have 
within your reach the means to insure a future as 
long as you continue to serve a necessary purpose 
with the greatest good to the greatest number, and 
when you cease to do so, most certainly some other 
persons with other methods will continue the job. 


One could be easily persuaded to say “I am tired 
of the whole thing. Let the government take my 
hospital and run it.” You cannot but believe the 
many great and good men and women who were 
our predecessors foresaw to a degree the problems 
with which we are now faced. You are endowed 
with a trust, a most sacred one, which no doubt 
you will continue to carry out. 


We are concerned how the health of the nation 
will be served—the quality of the service and the 
cost per unit of care per person. We know that we 
have in the voluntary system the means to provide 
the highest quality of service at the least cost. We 
can prove this. We have a place in the sun and we 
intend to keep it by rendering this kind of care in 
an ever increasing quantity and to an ever increas- 
ing number of persons. 


Let us not in our ambition to find a vulnerable 
spot, give unwarrantedly any group of our gov- 
ernment’s workers all our attentions, to the offence 
of the better judgment of which we are possessed. 
Remember, it is the people who will decide this 
issue, if it is to become an issue—those whom. you 
served yesterday and are serving today; but most 
important, those whom you can serve tomorrow. 


As I see it, there are three things hospitals can and 
must do immediately, and even though we are in 
the midst of a war: First, strengthen our organiza- 
tions and cooperate as never before with one an- 
other; second, undertake statewide public relations 
programs in all aspects sponsored by hospitals to 
interpret the hospital to the public; third, get back 
of the Blue Cross movement 100 per cent. Make 
sure that no state in the west is without an active 
Blue Cross program and that the opportunity to 
procure hospital and medical care voluntarily on a 
prepayment budget basis is open to everyone. 


Do this and you will prepare the minds of the 
people for the day of determination; you will serve 
the winning of the war and you will establish a 
premise for health in the peace to come. 

* 
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Hospital Emblem Distributed to 


Public Institution Employees 


How the hospital emblem of the American Hos. 
pital Association is regarded by public welfare of. 
ficials, and how it finds its way .. use among public 
employees, is illustrated by a letter addressed to 
employees of the Milwaukee County Institutions 
and Departments, of which William L. Coffey is 
director. 


On stationery bearing a reproduction of the em- 
blem, Personnel Director . ‘lizabeth S. Kletzsch, re- 
cently addressed this message to employees: 


Employees of Milwaukee County Institutions 
and Departments play an important part in the 
war effort. Our service helps to maintain the 
health and welfare of the community. In recogni- 
tion of the value of such service, the Board of 
Public Welfare has authorized our director, Wil- 
iam L. Coffey, to issue to each employee the war 
service emblem pictured above. 


The initials of the American Hospital Associa- 
tion, the gold caduceus, which is the insignia of 
medical service throughout the world, and the red 
V for victory all designate the fact that the wearer 
is a hospital worker and, therefore, a war worker. 


Emblems will be furnished all employees in serv- 
ice. They will be distributed by department heads. 
Replacements may be purchased for 10 cents. An 
employee leaving the service will be required to 
turn in his emblem before receiving his last check. 


Hospital employees should wear their emblem 
on all occasions. They should be proud of the part 
they are playing in winning the war. 

Emblems are available at headquarters of the 
American Hospital Association, 118 East Division 
Street, Chicago 10, Illinois. 





Cautious Use of Sulfonamides 
On Civilian Casualties Is Urged 


In treating civilian victims of accident, the sul- 
fonamides musi be used more cautiously than in 
treating military casualties, it is asserted in the § 
revised version of a pamphlet, “Treatment of 
Burns and Prevention of Wound Infections,” is- 
sued July 10 by the Office of Civilian Defense. 


The military casualty is a healthy young mat, 
it is pointed out, whereas civilian casualties come 
in all ages and “with various types of pre-existing 
disease.” In addition, the civilian probably is in 
easy reach of hospitalization where the drugs can 
be administered with all circumstances considered, 
whereas this is not always possible in military 
operations. 


These recommendations are based on directions 
of the Committee on Chemotherapeutic and Other 
Agents and the subcommittee on burns of the 
Committee on Surgery of the Division of Medical 
Sciences of the National Research Council. 
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The Family Album 


Conducted for, and Mostly by, Hospital Executives in Military Service 


Hospital Association show that 115 personal 

members are scattered through the several 
branches of military service. Uncounted other hos- 
pital executives, who normally represent institu- 
tional members, are likewise in uniform. 


R ise at the central office of the American 


Knowing that the colleagues of these men and 
women are anxious for information, HOSPITALS 
hereby establishes the Family Album as a medium 


through which those who have stayed at home 


may keep track of those who have gone away. In 
this first issue, we are able to report on five 


absentees. | 7a 


Capt. Karl S. Klicka, M.C., formerly of Grass- 
lands Hospital, Valhalla, New York, writes from 
Headquarters 103d M.T. Bn., Camp Robinson, Lit- 
tle Rock, Arkansas: 


“My work at Camp Robinson has been largely 


concerned with the training of medical soldiers. 
My hospital experience has been of considerable 
value to me here, for training in a center such as 
this not only covers basic first aid treatments, but 
also training in hospital ward work. 


“Those men who show particular aptitude in 
war work are selected and sent to various special 
training schools where they are given advanced 
training in either medical or surgical technics. The 
soldiers receive only their basic training here, 
which lasts for a period of twelve weeks. Follow- 
ing this, they are sent to various branches of the 
Army where they continue their training. 


“In addition to lectures and demonstrations, 
they are given a graduated physical program so 
that their general health and physical status is at 
a high level at the end of the first phase of their 
Army life. The officers participate in all this, of 
course, so my physical condition at present is tops. 


“Good medical soldiers are being trained at 
Camp Robinson. The officer personnel, which is 
largely Medical Administrative Corps, is super- 
vised by Medical Corps officers, and the medical 
and surgical teachings are directed by ‘supervisors 
of technical medical training,’ which is the title I 
labor under.” 


August 1943 


Mary E. Skeoch, formerly of St. Luke’s Hospital, 
Marquette, Michigan, and formerly president of 
the Michigan Hospital Association, writes very 
briefly from England that the U. S. Army has 
taken her in as a civilian. Asked to contribute to 
HOSPITALS, she contends she has no “worthwhile 
information,” but hopes to have some someday. 


First Lieutenant Russell H. Stimson, formerly 
of Huron Road Hospital, Cleveland, writes all too 
briefly: “I enjoy my work in the Medical Adminis- 
trative Corps. At present I am custodian of the 
hospital fund, Station Hospital, Fort Bragg, North 
Carolina. I have been here since November. Be- 
fore that, I had some basic training at Camp Grant, 
Illinois.” 


Capt. Max E. Gerfen, formerly of James W. 
Sheldon Memorial Hospital, Albion, Michigan, and 
a member of the House Delegates writes from 
Headquarters, Valley Forge General Hospital, 
Phoenixville, Pennsylvania: 


“My assignments are in part as follows: Post 
personnel officer (military and civilian), files of- 
ficer, fiscal officer, and certifying 
officer. I shall outline briefly the 
duties connected with my assign- 

ments. 


“The post personnel officer (mili- 
tary) is responsible for service 
records, rosters, correspondence, 
records pertaining to officer pa- 
tients and allied duties. The civil- 
ian personnel officer is charged 
with the hiring and discharge of 
all civilian employees— 400 of 
them on this post. In this capacity, my duties in- 
clude training programs, employee relations and 
consultations. 


Captain 
Max E. Gerfen 


“The files officer is charged with the safekeeping 
of all correspondence, bulletins and circulars; the 
fiscal officer with securing funds from headquar- 
ters to meet civilian expenditures; the certifying 
officer with accuracy and payment of civilian and 
enlisted payrolls. 


“These assignments might seem quite numerous 
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tor one officer, but with about 20 persons to assist 
me, we find all the duties are properly performed.” 


Lieut. Col. Edward T. Thompson, formerly of 
Mt. Sinai Hospital in Milwaukee, answers a query 
as to his whereabouts and status through Lieut. 
Col. Henry S. Murphey, director of the training 
division of Tourney General Hospital, Palm 
Springs, California. Lieutenant Colonel Murphey 
writes: 


“Edward T. Thompson entered the Medical 
Corps of the Army as a major on June 13, 1942. 
After a short period of training, he was sent to 
Tourney General Hospital on August 5. His pre- 
vious record as a hospital administrator indicated 
he would probably be an outstanding adminis- 
trator in the Army. 

“At present he holds the following positions: 
Executive officer, chief of the medical service 
branch, chief of hospital and evacuation branch, 


member of the Special Courts Martial, and mem- 
ber of the General Courts Martial. 


“The executive officer is charged, under the di- 
rection of the commanding officer, Col. A. B. Jones, 
with the coordination of all activities of the hos- 
pital and such additional duties as may be pre- 
scribed by the commanding officer. 


“The chief of the hospital and evacuation branch 
directs and conducts the receiving office, registrar 
and detachment of patients. On May 14, 1943, 
Major Thompson was promoted to lieutenant 
colonel. This promotion was based on the superior 
and outstanding manner in which he had per- 
formed every task to which he was assigned.” 

NOTICE: All members of the American Hospital Asso- 
ciation now in war service are invited—and urged—to keep 
in touch through the Family Album of HOSPITALS. Let- 
ters AND photographs in uniform are needed. The Album 
is an experiment, and its success is wholly dependent on 
the response of those for whom it is conducted.—The 
Editors. 





Church Canning Project Gives Hospital Extra Food Insurance 


A food conservation project of tremendous pro- 
portions has been under way this summer at Salem 
Hospital, Salem, Massachusetts, of which Oliver G. 
Pratt is director. 

Volunteers from twenty-four churches, repre- 
senting every race and creed in Salem and Marble- 
head, had contributed 9500 hours of work up to 
July 15. This work had turned 100 cases of aspara- 
gus into 1608 quarts of canned asparagus, 900 
quart boxes of strawberries into 453 quarts of 
preserve and 114 bushels of green beans into 
2700 quarts. 

The goal set was 20,000 quarts of canned fruits 
and vegetables. In addition, Salem Hospital has 
rented a root house and expects to store 60 tons of 
potatoes, 3 tons of squash, 250 bushels of carrots, 
125 bushels of cabbage, 25 bushels of parsnips and 
25 bushels of beets. 

This conservation activity was inspired by an 
Office of Price Administration ruling that Salem 
Hospital could purchase but 50 per cent of the 
processed foods which it consumed last year. With 
respect to ration points, Mr. Pratt writes: 


“We find that beans cost us less than 20 cent a 
quart, which is considerably under the market 
price, but most important is the fact that we have 
the supply and at a low ration point value—eight 
points per quart.” 

“Proper storage is important,” Mr. Pratt writes, 
“also the proper delivery of supplies to churches 
and collection of the finished products. We have 
found that the groups become uneasy if they have 
to wait for jars, for example; but of course all hos- 
pitals are conscious of the fact that volunteers are 
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willing to give time but not interested in wast- 
ing it. 

“We are finding that this canning project has a 
byproduct of great value; we are interesting many 
new people in the hospital. Some are older people 
who cannot come to the hospital to serve as nurses’ 
aides or other types of volunteers. Some younger 
people who because of family responsibilities can- 
not do regular work at the hospital. We are, in 
addition, crystallizing the interests of these church 
groups as organizations so that from a public rela- 
tions point of view we are receiving outstanding 
benefits from this project.” 


From the beginning, Mr. Pratt was concerned 
about the question of costs, and therefore has kept 
a close watch on expenses. An example is his ac- 
counting on asparagus: 


Cost of 100 quarts of asparagus delivered 

Cost of 1200 one-quart jars 

Cost of condiments—sugar, salt, etc 

Cost of gas, if any church charges us for it 

Estimated cost of supervision and travel ($600 esti- 
mated cost apportioned on 20,00 quarts—3c per jar 36 





Total expense 

Total for 1200 processed quarts $ 
Cost ‘per Quart Of ASHATAGUS::........2.0.:...0.12505.-c2---000e .34-8/10 
(The current retail price is 25 cents per pint) 


The Salem Hospital Aid Association has a mem- 
bership of 600 women. Twenty of the twenty-four 
church groups do the work in their church kitch- 
ens, while four groups with inadequate facilities 
of their own have done their canning in the hos- 
pital’s diet laboratory. Edith L. Hoadley, chief 
dietitian, believes the project is not only adequate 
insurance of food supplies, but will also cut the 
cost of this item by 25 per cent. 
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Ceepryn Concentrated. Solution is easy 


to use. Aqueous solutions are made 
simply by diluting with the required 
quantity of distilled water; tinctures by 
diluting with distilled water, alcohol 
and acetone. Tinctures may be tinted 
by adding the special Ceepryn Color 
Solution available for this purpose. Full 
directions and formula tables are on the 


package. 


In addition to its extremely low cost, 
Ceepryn Concentrated Solution has 
other obvious advantages to the hos- 
pital. Only one size and specification 
need be purchased to prepare all de- 
sired strengths, thus eliminating dupli- 
cation of inventory and saving stock- 
room.space. Large quantities need not 
be purchased to obtain most. advan- 
tageous price. Breakage risk is reduced 


to a minimum. 


Ceepryn Concentrated Solu- 
tion is supplied in 180 cc. bot- 
tles, at $2.00 each; Ceepryn 
Color Solution, in 30 cc. 
bottles at $1.00 each. Write 
for complete information. 








Helen Pruitt to Take Charge 
Of Bacon Library August 15 


Helen Virginia Pruitt has been appointed li- 
brarian of the Bacon Library and is to assume her 
duties about August 15. 


Miss Pruitt was born in Decatur, Illinois, and re- 
ceived the degree of Bachelor of Science at the 
University of Chicago in 1936. She has had three 
years of library experience in the library of the 
University of Chicago, and received her certificate 
in library training from the University of Minne- 
sota. 


At the present time Miss Pruitt is librarian at 
the Glen Lake Sanatorium near Minneapolis, Min- 
nesota. Miss Pruitt brings excellent library train- 
ing, good experience, and understanding of hos- 
pital problems to her new position. With the 
appointment of a new librarian, the program of 
the trustees as recommended by the Committee on 
Association Library moves toward a reorganiza- 
tion of the Bacon Library. 
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Emergency Instruction Book 
Includes Patients and Visitors 


Complete instructions for employees during 
blackouts and possible air raids are contained in a 
24-page mimeographed booklet issued by Monte- 
fiore Hospital, New York City, of which E. M. 
Bluestone, M.D., is director. 


“Montefiore Hospital has been officially named 
as casualty station for this area by the Emergency 
Medical Service of the City of New York,” a fore- 
word in the booklet reads, “and may be called upon 
to render emergency duties of a military nature 
on very short notice. 


“Under these circumstances, every employee, 
every patient and every friend of this hospital 
should familiarize himself with the contents of this 
compilation of rules, regulations and duties gov- 
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erning our hospital in the event of air raids, 
blackouts, etc.” 


Detailed instructions for every department are 
set forth. Complete inventories of equipment for 
an ambulance team, for first aid post and for 
casualty station are given. Included also are “no- 
tice to visitors” and “instructions to patients.” 
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Men Volunteers Are Organized 
At Paterson General Hospital 


A Men’s Volunteer Corps has been organized for, 
and undertaken its schedule of duties at, the Pater- 
son General Hospital, Paterson, New Jersey. It’s 
program is divided into two sections, nursing and 
maintenance. 


Those in the nursing section will act as orderlies 
in the operating room, private rooms and wards. 
They also will accompany ambulances as stretcher 
bearers. Maintenance volunteers will serve as por- 
ters, elevator operators and repairmen. All will 
wear three-quarter-length tan smocks. A star will 
be placed on the pocket for every three months of 
service, and a bar will signify one year’s service. 


The corps was organized by the Rev. Alfred E. 
Willett, pastor of the Paterson Avenue Methodist 
Church. Edgar C. Hayhow is superintendent of 
Paterson General Hospital. 
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New Million-Dollar Hospital 
Planned for Flint, Michigan 


Women’s Hospital of Flint, Michigan, a 40-bed 
institution, will become the nurses’ home of a 
160-bed Women’s Hospital as soon as building con- 
ditions permit the construction of a new $1,000,000 
plant. 


This future building is made possible by the 
success of a fund raising campaign in Flint, which 
resulted in total contributions of $1,113,000. An 
army of 800 volunteers solicited contributions 





18 East Division Street, Chicago 10, Illinois. 





Our Address Hereafter—The new postoffice regulation requiring a zone number in addition to 
street number adds the “10” to our old address. Hence, all mail for the American Hospital Asso- 
ciation, for HOSPITALS, the official journal, for the Plan Commission, for the American College of 


Hospital Administrators, and for the American Association of Nurse Anesthetists should be addressed: 
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ma p in the air? Most hospital superintendents and pur- 


chasing agents are frequently lost in the clouds of a wartime economy these 
days. No one knows all the answers. But you CAN get helpful answers to many 
of your pressing supplies questions and problems by asking Will Ross. ¥ It is our 


business to know who is making “what”; .. . 18 SPECIALIZED DEPARTMENTS 


Surgical Dressings Garments 
where and when merchandise is available Instruments Traywares 
, Sutures Paper Goods 
and whether or not it is especially adapted Needles + Syringes ‘amps 
Thermometers Tuberculosis 
Raitiee Goole Sanatorium Supplies 
Hospital and Seety Supplies 
LaboratoryGlassware Furniture 


‘ Equipment for Surgery 
Surgical Glassware and Operating Room 
Enamelware Sunaiiwares 


W i L L 4 O 5 S, Dp co, linens and Specialties 


MILWAUKEE 
WISCONSIN Quality Hospital Supplies 


to hospital service. ASK WILL ROSS. 
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during a four-week period under the leadership 
of W. A. Ballenger, general campaign chairman. 


General Motors Corporation offered a gift of a 
quarter million dollars, conditional upon the rais- 
ing of three quarters of a million by general sub- 
scription. The funds subscribed will be invested in 
government bonds until materials are available for 
building. Margaret E. McLaren, R.N., is superin- 
tendent of Women’s Hospital. 
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Two WAAC Surgeons Become 
Army Medical Corps Officers 


Dr. Eleanor Gutman and Dr. Elizabeth Garber 
became second and third ranking women in the 
Medical Corps of the U. S. Army in a ceremony at 
the First WAAC training center, Fort Des Moines, 
Iowa, on June 19. They are outranked only by 
Major Margaret Craighill. 


Both women have had the rank of second officer 
in the WAAC. They are now addressed: Captain 
Gutman and First Lieutenant Garber. 


Captain Gutman was educated at the Ethical 
Culture School of New York City, Smith College 
and Yale University. She served her internship 
and a six months’ residency at the New Haven 
Hospital and another six months’ residency at 
Montifiore Hospital in New York City. 


Lieutenant Garber was educated at the Indiana 
University, serving her internship and residency 
at City Hospital, Indianapolis. She later spe- 
cialized in pediatrics at the University of Chicago 
and had completed one month’s residency at the 
Children’s Memorial Hospital, Chicago, when ap- 
pointed to practice Army medicine at the Fort Des 
Moines Post Hospital as a contract surgeon. 
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Army's Responsibility for Cost 
Of Treating Soldiers Explained 


Under what circumstances will the U. S. Army 
pay civilian hospitals for services administered to 
members of the armed forces? This question has 
been answered within the month. A communica- 
tion from headquarters, Sixth Service Command, 
Chicago, to the Veterans’ Service Office of Eau 
Claire, Wisconsin, sx, ~: 


“Relative to medical and hospital service for per- 
sonnel of the U. S. Army who are casuals from 
their camp or station, it is now the policy of the 
government to pay the charges for any necessary 
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medical services needed by such individuals pro- 
vided they are not absent without leave.” 


In the Journal of the American Medical Asso- 
ciation, it is explained further that the Army will 
not pay hospital bills (a) if the man is absent with- 
out leave, (b) if government facilities are avail- 
able in the vicinity, (c) if treatment is for chronic 
disability or for a condition that would permit 
the individual to reach government hospital facili- 
ties, or (d) if the individual is not on the active 
list of the Army. 


Hospitals are urged to identify the individual 
thoroughly, noting his full name, Army serial 
number, rank and organization, post or station 
and status (on duty, furlough or leave). A bill 
submitted to the Army should contain full diag- 
nosis, a careful itemization of charges, and the 
following statement: 

I certify that the above bill is correct and just; that 
payment therefore has not been received; that the 
services were rendered and the medicines furnished 
in the care and treatment of the persons named 
above; that they were necessary, and that the charges 
do not exceed those customary in this vicinity. 

This itemized certified bill in triplicate, accom- 
panied by the request for treatment (if any) and 
other pertinent papers should be forwarded to the 
commanding officer of the soldier’s post; or if the 
post is unknown, to the commanding general of 
the service command within the geographic loca- 
tion of the place where the services were rendered. 
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Report on Value of Helium In 
Anesthesia Is Made Available 


The explosion hazard from combustible anes- 
thetics may be eliminated by the addition of the 
inert gas helium to the gas mixture, according to 
a report of the Bureau of Mines of the Department 
of the Interior which became available on July 15. 


The studies were undertaken jointly with the 
Saint Francis Hospital of Pittsburgh and a com- 
mittee under the direction of the Department of 
Anesthesia and Industrial Hygiene of the School 
of Medicine of the University of Pittsburgh. Many 
contributions from manufacturers of anesthesia 
equipment and supplies and a grant from the In- 
ternational Anesthesia Research Society aided the 
investigation. 


The report indicates that the major advantages 
of using helium in addition to reducing the oxygen 
content of the mixture below the inflammability 
point are: It reduces the density making it much 
easier for the patient to breathe; it resists chemical 
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~ FOOD CONVEYORS 


"*CONQUEROR” WAR MODELS FOR HOSPITAL USE 





Plate No. 4107 


® Built of less-critical materials, these electrically-heated food 

conveyors are now available to hospitals furnishing suitable 

priorities. Conforming strictly to “CONQUEROR” standards of 

design and construction, they will give long and satisfactory 

service. Body is made of high-grade galvanized steel, finished 

in baked enamel. Top deck, end shelves and food containers 

are of porcelain-enameled steel. Wheels are of a new, tough 

plastic (though rubber-tired wheels can be furnished for 

hospital use). The continuous bumper around base is of 

a seegeag pm hard, pe gape _ flame-proof a ce —— are 

‘ f : suspen in one large, common well, heat y space 

Jiri hice seth ee ee "st heaters connected to a three-heat switch. Conveyor illus- 
of hard, water-proof and flame-proof felt. Trucks are trated above will feed 65 to 80 patients. Other models of 
available in several sizes to suit specific requirements. various capacities are available to suit specific requirements. 
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change and is non-reactive to other substances; it 
creates a minimum physiological effect on the 
body, because of its low solubility in water and 
body fluids; and it is of marked advantage where 
static charges are present because of its peculiar 
property of high conductive power for heat and 
electricity. 


A copy of the publication, Technical paper 653, 
“Explosion Hazards of Combustible Anesthetics” 
may be obtained for five cents from the Superin- 
tendent of Documents, U. S. Government Printing 
Office, Washington, D. C. 





Committee Asks Prompt Reply 
To Approval Standards Letter 


A copy of the “Approval Standards,” which 
guides the Board of Trustees of the American Hos- 
pital Association in the approval of Blue Cross 
plans, together with a letter requesting appraisal 
of plan development and the adequacy of the ap- 
proval standards, were sent to all active institu- 
tional members of the American Hospital Associa- 
tion by the Committee on Blue Cross Plan Ap- 
proval last May 20. It is reported by Dr. R. H. 
Bishop, Jr., chairman, that 148 replies had been re- 
ceived up to the middle of July. He reports many 
constructive suggestions already have been made 
by hospital superintendents and he expresses hope 
that those who have not yet replied will do so 
before the annual meeting in Buffalo. 


Suggestions that the committee receives will be 
summarized at one of the sessions of this meeting 
and will form the basis for discussion of the re- 
vision of the approval standards. Hospitals are 
urged to answer the Approval Committee’s letter 
as soon as possible so that these replies may be 
tabulated prior to the Buffalo sessions. 





Emergency Room Manual 


St. Luke’s Hospital of Chicago has prepared a 
manual, “Medical Policies Governing the Emer- 
gency-Examining Room,” an 80 page compilation 
of instructions to the resident physician in charge 
of the accident room. Part of the text is devoted 
to an exact procedure to be followed in case of 
catastrophe. Also included are detailed instruc- 
tions on general duties with respect to insurance 
blanks, police reports, care for injured employees 
and all problems that arise in the accident depart- 
ment. 


This manual is available for loan through the 
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Bacon Library of the American Hospital Associa- 
tion, 18 East Division Street, Chicago. 
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Fourth Major Research Project 
On Poliomyelitis Is Instituted 


With the announcement in mid-July of a five- 
year grant of $175,000 to the University of Minne- 
sota by the National Foundation for Infantile Pa- 
ralysis, there are now four major long range re- 
search projects set up in the fight against the dis- 
ease, with grants totalling $745,000. 


The others are: The Center for the Study of In- 
fantile Paralysis and Related Virus Diseases at 
Johns Hopkins University; the Yale Poliomyelitis 
Study Unit at Yale University; and the unit of 
the School of Public Health of the University of 
Michigan. 


In the year starting July 1, 29 grants totalling 
$389,370 were made to universities, hospitals, lab- 
oratories and other organizations in 12 states. The 
funds which make possible the foundation’s pro- 
gram are raised annually in January through the 
celebration of President Roosevelt’s birthday. 
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Bacon Library's Collection of 
Hospital Floor Plans Revised 


Through efforts of the Council on Planning and 
Plant Operation, in cooperation with the Commit- 
tee on Association Library, the Bacon Library col- 
lection of hospital floor plans has been revised and 
brought up to date. 


At a considerable expenditure of time and effort, 
even involving trips from some distance to Asso- 
ciation headquarters, and with the assistance of a 
registered architect, the members of the committee 
have weeded out old plans no longer useful, and 
have gathered together those that are representa- 
tive of some of the new ideas of hospital construc- 
tion. These plans have now been classified and 
cataloged. 


The collection consists of about 200 architectural 
drawings and plans, covering representative hos- 
pitals in the United States and Canada, and a few 
not on this continent. Of these, approximately 60 
are plans of specific departments in hospitals; 85 
are of general hospitals varying in size from 20 to 
over 1000 beds, and 55 are of special types of hos- 
pitals, such as tuberculosis and maternity. 


While these plans are not circulated the collec- 
tion is open for inspection at headquarters by any 
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THE 


You will probably recognize features of this man’s face. 

By superimposing one photograph upon another, modern camera 
science has enabled us to make a composite portrait of the fifty American 
Hospital Supply Corporation salesmen who serve hospitals all over the 
nation. The result is the typical American Man. 

Within the thousands of hospitals which know him, he is welcome. 

His personal qualifications have won the friendship of hospital pur- 
chasing agents. They like his integrity . . . they respect his loyalty to his 
company ... they appreciate his understanding of hospital problems 
and his sincere and unflagging efforts to solve them despite any obstacles. 

The company he represents—its own integrity, fairness, depend- 
ability, superior products—-has added the confidence of hospital pecple 
to the’ friendship his faithful service has already earned. 

If you belong to the small minority which knows the American Man 


only casually, grant him enough time to get better acquainted when 
next he calls. You'll find the interview well spent. 


AMERICAN 


HOSPITAL SUPPLY CORPORATION 


New York * CHICAGO + Washington 








member or his architect. In certain cases, the mem- 
ber may obtain copies of the prints by paying the 
cost of having them photostated. The Committee 
on Association Library hopes eventually to have 
funds for the purpose of photostating all plans, so 
that they may be circulated to the membership 
upon request. 
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Two Therapy Courses 


Two professional programs, physical therapy 
and occupational therapy, are announced for this 
fall by Columbia University. These courses are 
designed to meet requirements specified by the 
Council on Medical Education and Hospitals of the 
‘American Medical Association. 


Satisfactory completion of either course brings 
a certificate of proficiency, and a limited number 
of scholarships are available. Bulletins and further 
information may be obtained from the Physical 
and Occupational Therapy office, Reom 312, School 
of Business, Columbia University, New York City. 
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Dissertation Published 


Through collaboration of the University of Chi- 
cago Press and the American College of Hospital 
Administrators, a dissertation on “Hospital Mal- 
practice Insurance,” by Gerhard Hartman, director 
of Newton Hospital, Newton Lower Falls, Massa- 
chusetts, has been published and will be distrib- 
uted to members of the college. 


Mr. Hartman was executive secretary of the col- 
lege from 1937 to 1941. He was instructor and later 
assistant professor in the graduate course in hos- 
pital administration at the University of Chicago. 
He received the degree of doctor of philosophy 
from the university in 1942. 


re 
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Introduction Book 


“Introducing Newton Hospital” is the title of a 
34-page handbook which goes to every new em- 
ployee of this hospital at Newton Lower Falls, 
Massachusetts. Opening with a history of the insti- 
tution, the booklet contains answers to all the 
questions by newcomers that can be anticipated. 
Gerhard Hartman is director of Newton Hospital. 





Brochure Available 


A brochure, “State Programs for Care of Chil- 
dren with Rheumatic Fever,” has been issued by 
the Children’s Bureau of the U. S. Department of 
Labor. It is a roundup of information on this 
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federal-state program, which comes under the So- 
cial Security Act, Title V, Part 2. These booklets 
are available through the U. S. Government Print- 
ing Office. 
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E. E. King of Missouri Baptist 
Dies; Active Midwest Leader 


E. E. King, an active personal member of the 
American Hospital Association since 1924, died on 
July 11. He was superintendent of Missouri Bap- 
tist Hospital, St. Louis, Missouri. 


Mr. King was graduated from Baylor University 
in 1906. In 1918 he was made superintendent of St. 
Luke’s Hospital at Little Rock, Arkansas and from 
that time he was extremely active in hospital work. 
He was superintendent of Arkansas Baptist State 
Hospital from 1920 to 1925; superintendent of 
Baylor University Hospital, Dallas, Texas, until 
1930, and business manager of Baylor’s professional 
schools from 1927 to 1930. He was superintendent 
of Missouri Baptist from 1930 until his death. 


Mr. King was a charter fellow (1933) of the 
American College of Hospital Administrators. He 
was a past president of the American Protestant 
Hospital Association and president-elect of the 
Mid-West Hospital Association. He organized the 
Arkansas Hospital Association, and served as pres- 
ident of the Missouri Hospital Association. He was 
treasurer of the St. Louis Hospital Council and 
on the executive committee of Group Hospital 
Service, Inc., of St. Louis. 


At the time of his death, Mr. King was secretary 
of the Missouri Hospital Associaiton and alternate 
for Missouri in the House of Delegates of the 
American Hospital Association. 
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Caroline Dexter 


Caroline Dexter, advertising director of The 
Trained Nurse and Hospital Review and Practical 
Home Economics, died on June 19. Miss Dexter, 
who had been connected with the Trained Nurse 
and Hospital Review for forty-two years, was a 
graduate of the Lincoln Park Sanitarium, Chicago, 
and served as head nurse at the World’s Columbian 
Exposition in Chicago in 1893. 
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Minnie H. Ahrens 


Minnie H. Ahrens, superintendent of the Com- 
munity Hospital, Geneva, Illinois, and an active 
member of the American Hospital Association for 
the past thirteen years, died on June 24. 
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ON-THE-SPOT SURGICAL REPAIR 


W JARTIME conditions may require more on- 


the-spot surgery than is now anticipated, for 
industrial casualties and home accidents often 


necessitate quick repair. 

The Singer Surgical Stitching Instrument has a 
proved value to busy surgeons. Rethreading and 
needleholders are eliminated. A variety of new 


stitches are at the operator’s command, insuring 
more complete closure and added comfort to the 
patient. 

Demonstrations of the Singer Surgical Stitching 
Instrument may now be arranged for at Singer 
shops in most cities. 

Write Dept. N for descriptive booklet 


Copr. U. S. A. 1942, 19483—The Singer Manufacturing Co. 
All Rights Reserved for All Countries 


The Singer Surgical Stitching Instrument 
is light and well-balanced. Since all 
parts ore rust-proof it may be sterilized 
as a unit. After it is quickly taken apart 
for cleaning it may be reassembled in 
one minute. 


SINGER SEWING MACHINE CO., ROOM 726 - 149 BROADWAY, NEW YORK, N. Y, 
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Cradle-to-Grave Program Cost 


Es.‘mated at Fifteen Billion 

The cost of the ~ecent cradle-to-grave security 
program, as transmitted to Congress from the Na- 
tional Resources Planning Board, would amount 
to the staggering total of $15,000,000,000 a year 
when in full swing, it is estimated by Gerhard 
Hirschfeld, research director of the Insurance Eco- 
nomics Society of America. 

This estimate was made in an article appearing 
in Barron’s Weekly and is arrived at by translat- 
ing Sir William Beveridge’s plan for Great Britain 
into terms of American dollars and living costs. 
It requires, as well, that unemployment must not 
exceed 10 per cent of the working population; that 
the post-war period will see full international co- 
operation; and that the 1945 price level will not 
exceed by more than 25 per cent that of 1938. 

On this basis, the cost of health services alone 
would be $3,365,000,000 anuually. This compares 
with slightly over $4,000,000,000 which our gov- 
ernment is now spending on all kinds of social 
benefits. ie 


New Publicity Director 


Hugh R. Gallagher, laundry manager of Cooper 
Hospital, Camden, New Jersey, has been appointed 
publicity director of the National Association of 





News From the Field 





Institutional Laundry Managers. Mr. Gallagher is 
second vice-president of the association and a past 
president of the Institutional Laundry Managers 
of Philadelphia and Vicinity. 


Coming Meetings 
1943 
September 9-11—American Congress of Physical 
Therapy, Palmer House, Chicago 
September 13-17—American Hospital Association, 
Buffalo, New York 
October 12-14—American Public Health Associa- 
tion, New York City 
1944 
February 23-24—Texas Hospital Association, Dallas 
March .15-17—New England Hospital Assembly, 
Boston, Massachusetts 








+ 


Acknowledgement 


A special acknowledgment which should have 
accompanied the hospital building section in the 
July issue of HOSPITALS was inadvertantly 
omitted. This paragraph: 

“Special acknowledgment is made to the Office 
of William Henry Walsh, M.D., for permission to 
use certain materials from its files.” 





What They Say—Comments on Hospitals by Hospital People 


—“‘ONE WAY of stimulating these (many small 
gifts to support the voluntary hospital) might be 
through a good system of education as to hospital 
work. Surely if the public were aware of the prob- 
lems facing hospitals, if people knew of the care 
available to them when they need it, they would 
gladly accept the responsibility of supporting vol- 
untary hospitals as they now accept the responsi- 
bility of supporting the war effort."—THE REV. 
JOHN J. BINGHAM, president Hospital Associa- 
tion of New York. 

—“WILL IT EVER be possible under the pres- 
ent system to redistribute the nurse power within 
a state effectively? The answer is, no. In normal 
times, always there have been areas that either 
were not interested in improving conditions, or 
just couldn’t. These still exist, and under the pres- 
ent social order they cannot expect to attract more 
nurses than they had previously.” HENRIETTA 
DAVIS, director of nurses the Abbott Hospital, 
Minneapolis. 


—“IF medical insurance plans are to be success- 
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ful, we must look to the medical profession for 
leadership and support. They cannot be developed 
by people who are seeking to create jobs for them- 
selves. They will not work unless the medical pro- 
fession is willing to experiment and assume some 
risk.”—-LOUIS H. PINK, president Associated Hos- 
pital Service of New York. 


—“WE STAND at the threshold of becoming po- 
tent factors in the teaching, study and treatment 
of disease, if we will relinquish our traditional 
ideal and branch out into the next phase of hos- 
pital development. This can be done only if 
hospitals will sense the popular trend and dedicate 
themselves to building a new program. Perhaps 
the time has come when we should restudy the 
entire situation and offer patients a diagnostic 
service not necessitating hospitalization, and com- 
ing within the scope of every patient’s pocketbook. 
We must settle down to the fact that high oc- 
cupancy is here to stay; also that hospital insur- 
ance in its various forms -will remain, or be re- 
placed by some government program.”—ETHEL 
M. ROSENBERG, Mt. Sinai Hospital, Cleveland. 
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@ Use of a bed for childbirth was first 
introduced by Mauriceau. Previously 
delivery was effected in a chair made 
for this purpose and often presented to 
the bride as part of her dowry. Primitive 
peoples still employ the sitting posture 





From ‘The Lame, The Halt and The Blind— 
Howard W. Haggard, M. D., Harper & Bros. 








in delivery. 


Compare this to the spotless equipment 
and sterile surroundings in your hospital, 
and Parke, Davis & Company’s dowry 
to modern obstetrics— PITUITRIN* and 
PITOCIN*—almost invariably your staff’s 
drugs of choice when oxytocics are 
indicated in the management of labor. 


PITUITRIN 


Ampoules of 0.5 and 1 cc. (5 and 10 interna- 
tional oxytocic units) in boxes of 6, 25, and 100. 


PITOCIN 


Ampoules of 0.5 cc. and 1 cc. in boxes of 6, 


25, and 100. 
*Trade-marks Reg. U.S. Pat. Off. 


Pituitrin (Posterior pituitary injection, U.S.P.) and 
Pitocin (Alpha-hypophamine) are products of mod- 
ern research offered to the medical profession by 
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Three Years of Rating Graduate Nurses 


OLIN L. EVANS 


Superintendent, Homeopathic Hospital, Reading, Pennsylvania 


nw Aprit 1941 when I presented our rating sched- 

ule for graduate nurses before the Hospital 

Association of Pennsylvania in Philadelphia, I 
made a number of predictions about the subject. 
You may be interested in considering a comparison 
of those predictions with actual experience. 


First, for emphasis I shall briefly review the aim 
and general plan of rating under which we have 
been operating for 33 months, 


As a subordinate in the hospital and in other 
fields I was often impressed by the worker who 
produced much more than others, yet because he 
or she was not striking or startling, or did not play 
up to authority was not rewarded by the addi- 
tional salary actually earned. Or perhaps ability 
and performance were noted, but the regulations 
were, treat all persons alike and one cannot be in- 
creased unless all are increased. Equality, we say, 
but it is not equality. For years it had seemed to 
me that the worker who produces more than 
others should be paid more. Otherwise, initiative 
and enterprise is stultified. 


Achievement Is a Variable 


Now, recognizing that achievement is a variable 
factor, how can it be accurately measured? I have 
talked to many persons who contend that it can- 
not be done. It is said that favoritism and prejudice 
creeps in, that anything subjective is immeasur- 
able. To this attitude—a lazy indifferent attitude 
—we reply that it can be done and has been done. 


I cannot stress too greatly the necessity of thor- 
ough, careful study and analysis of any change 
before inaugurating such a change. 


Besides this, it is most necessary to take into our 
confidence the nurses affected by the change. Dur- 
ing the first year of our rating experience we met 
with the nurses no less than a dozen times to in- 
form them fully of what was being planned. 


In order to avoid prejudice each nurse was 
rated by at least three or four persons qualified to 
judge. There must be no subterfuge. 


Every prospective employee naturally asks 
“What do you pay?” The answer is “What you are 
worth.” 


I recall one nurse who called on the telephone 
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and asked the usual questions. When I said: “We 
shall pay you what you are worth,” her reply was 
a sad “Oh.” I learned that “what she was worth” 


was not very much. 


Now as to predictions and results. Because, at 
the outset we projected for a two-year period the 
possible effects on salary and continuity of serv- 
ice, we proceeded without fear and trembling as 
to what results might be expected. 


We believe that 33 months’ experience with a 
rating schedule for graduate nurses satisfied our 
aims, namely, to maintain an efficient and capable 
staff of nurses by fairly accurate measurement of 
performance and to regard the better workers ac- 
cording to their achievement. We have attempted 
to do this semi-annually and in amounts coordinate 
with rating. That is, the nurse who does not do so 
well in a rating period as she did during the pre- 
vious one gets less money. She either perks up or 
eliminates herself. 


On the other hand, the nurse whose perform- 
ance merits a $15 or $20 increase gets that much. 
She is not limited by time or amount, only by her 
ability and achievement. 


We believe we have much more study ahead in 
order to measure this commodity more accurately. 
Job analyses and time studies are probably very 
important. We predict that all employees will be 
rated and paid accordingly. 


We have pointed out what rating did. We should 
be fair to point out what rating did not do. 


It did not attract nurses to our hospital in such 
numbers that we have a waiting list of those clam- 
oring to enjoy rating privileges. Actually, we are 
probably just as short of nurses as other hospitals. 
War conditions have been too big a hurdle to get 
over. What our experience would have been with- 
out war is difficult to estimate. 


While rating enabled us to operate with fewer 
nurses even before the war impact, we have not 
put ourselves on easy street with the savings in 
salaries. 


On the whole we believe it well worth the effort 
to attain the result of better nursing with fewer 
nurses at no overall increased cost. 
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Positive—Safe and Simple! 
Continental 
PARENTERAL SOLUTIONS* 


with the 


CONTINENTAL-CLOSED TECHNIQUE 
of ADMINISTRATION 


@ The Closed Technique assures against 
exposure both before and during ad- 
ministration. 


@ No passing of air bubbles through the 
solution. 


@ Saves time and worry through elimi- 
nation of accessory parts. 


@ Flask is designed for handy storage— 
is durable and convenient—is a com- 
plete unit ready for use. 


She FLASK IS NEVER 
OPENED 


Remove 
] “Quick Off’ 
Safety Cap. 
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Tube Needle. 
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Laboratories 
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Bertha Harding has been appointed superin- 
tendent of the Community Hospital, Geneva, II- 
linois. 





A. Langehaug, superintendent of Lutheran Hos- 
pital, Fort Dodge, Iowa, has received his commis- 
sion as a First Lieutenant with the Medical Ad- 
ministrative Corps of the United States Army. 
O. A. Rusley has assumed Mr. Langehaug’s duties 
as superintendent. 





Zonie Coffey, R.N., has been appointed superin- 
tendent of nurses of Grace Hospital, Morganton, 
North Carolina, succeeding Irene Rust, resigned. 
Mable Arney succeeds Miss Coffey as medical 
technologist. 





oe 


Anna Grace Williams, R.N., formerly superin- 
tendent of the G. N. Wilcox Memorial Hospital, 
Lihue, Kauai, T. H., was appointed superintendent 
of the Missouri University Hospitals in March 
1948. 





+ 


Dr. Donald M. Morrill, formerly director of Re- 
ceiving Hospital, Detroit, has accepted the di- 
rectorship of Malden Hospital, Malden, Massa- 
chusetts, succeeding Shirley R. Mitchell, retired. 





Kittie McKelvy, R.N., formerly superintendent 
of Springfield Hospital, Springfield, Illinois, has 
succeeded Mrs. Mary J. Keith as superintendent of 
St. Louis Maternity Hospital, St. Louis Missouri. 





H. S. Turner has succeeded Louis H. Putnam as 
superintendent of Overlook Hospital, Summit, 
New Jersey. 





++ 


Sidney M. Bergman, superintendent of Sinai 
Hospital, Baltimore, has been appointed director 
of Montefiore Hospital, Pittsburgh, Pennsylvania. 





Virginia Berndt, R.N., superintendent of West- 


chester Square Hospital, New York City, has 
resigned. 





Dr. Charles P. Fitzpatrick has resigned as super- 
intendent of the State Hospital for Mental Dis- 
eases, Howard, Rhode Island, because of ill health. 
Dr. John R. Ross has been named as Doctor Fitz- 
patrick’s successor. 





o> 


Mary Grimes has assumed her duties as super- 
intendent of nurses at Mohave General Hospital, 
Kingman, Arizona. 
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Personnel Changes and Construction News 





Mary A. Ryan resigned as superintendent of the 
Rockaway Beach Hospital, Rockaway Beach, New 
York, and C. R. Havinghurst has been appointed 
the new superintendent. 





+ 


Dr. Charles H. Hallson, who has been serving 
as acting superintendent of the Jefferson Davis 
Hospital, Houston, Texas, since last March, was 
appointed superintendent of that institution, ef- 
fective July 1. 





++ 


Daniel W. Hartman was elected superintendent 
of Williamsport, Pennsylvania Hospital to succeed 
the late Anna C. McKeague. Since 1937 Mr. Hart- 
man has had charge of the welfare work for 
Lycoming County Institutional District, acting as 
superintendent of the Lycoming County Home and 
Hospital. 





Arthur B. Harris, who has been associated with 
the New York Central System’s claims department 
for more than thirty years, has assumed his duties 
as the new superintendent of Glenville Hospital, 
Cleveland, Ohio. Mr. Harris succeeded Hazel Gos- 
nell, director of nurses, who was made interim 
superintendent after the retirement last November 
of Mrs. Julia White who headed the hospital for 
more than 24 years. 





Rev. C. G. Rath retired on June 1 as superin- 
tendent of the Evangelical Deaconess Hospital, 
Inc., Brooklyn, New York, and Rev. Otto K. Wal- 
ther has assumed his duties as Reverend Rath’s 
successor. 





a+ 
+ 


John A. Lindner has resigned as administrator 
of the General Hospital, Perth Amboy, New 
Jersey. 





Charles R. Hirtle, assistant to administrator, 
Massachusetts Memorial Hospitals, Boston, has re- 
ceived his commission as first lieutenant in the 
Medical Administrative Corps of the Army and 
has reported for service. 





+ 


Samuel W. Rice has resigned as acting adminis- 
trator of the Miami Valley Hospital, Dayton, Ohio, 
and Leslie H. Ringelspaugh, controller of the hos- 
pital, was appointed to succeed him. Dr. S. G. Barr, 
Jr., has been named acting medical director, a new 
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any Nurses Recommend 
Colgate s 
Hoating Soap? 


Here’s the Answer! 


Some Facts it Will Pay Every 


Hospital Superintendent to Read! 


FOR HIGHEST QUALITY MILLED 
TOILET SOAPS TRY 
PALMOLIVE AND CASHMERE BSOUQUET 


PALMOLIVE—the world’s 
favorite toilet soap— 
meets the highest hospital 
standards of purity . . . 
gives rich, fragrant, 
gently cleansing lather. 


CASHMERE BOUQUET is 
considered a real luxury 
soap. Yet it is economi- 
cal. Women patients espe- 
cially love this fragrant, 
hard-milled, white soap. 


N= say Colgate’s Floating Soap 
is a favorite with many of their 
patients! “Such rich, creamy lather!” 
**Makes me feel so clean and refreshed!” 
These are just a few of the remarks they 
hear almost every day! 
Superintendents like to please pa- 
tients, too. They know the value of 
little things. And for them, Colgate’s 
Floating Soap has additional advan- 
tages. First, there is no finer floating 
soap on the market! It’s pure, white, gen- 
tle! Second, it’s priced to meet the strict- 
est hospital budget! Write for prices to 
our Industrial <i Jersey City, N. J. 


COLGATE-PALMOLIVE-PEET co. 


Jeffersonville, indiana +» Kansas City, Kansas «+ Berkeley, California 


Jersey City, New Jersey 








position, and R. A. Carney, an employee for two 
years in the hospital’s auditing department, has 
been named auditor. 


oo 





Ottawa, Illinois—Bids have been received on the 
enlargement of Ryburn-King Hospital. The pro- 
posed expansion will add thirty-three beds. 





Findlay, Ohio—Findlay Hospital has been left 
a $10,000 trust fund by the late E. C. Edwards. 


a+ 


Sidney, Ohio—The Wilson Memorial Hospital 
was bequeathed $5,000 under terms of the will of 
the late William A. Nessler. 


s 


+ 








Reading, Pennsylvania—The Homeopathic Hos- 
pital is now known as the Community General 
Hospital. 





Hot Springs, Arkansas—The new bathhouse of 
the Leo N. Levi Hospital, which cost more than 
$70,000, was dedicated on June 27. The new marble 
and tile physiotherapeutic pool which was built 
especially for indigent crippled children was dedi- 
cated the “Norrell Pool’ in honor of Congressman 
W. F. Norrell of Monticello. 


~~ 





Reading, Pennsylvania—Effective May 10, the 
Homeopathic Hospital changed its name to the 
Community General Hospital. 


+ 





Ottawa, Illinois—President Roosevelt has ap- 
proved a grant of $75,630 for increased hospital 
facilities at Ottawa, Illinois. 





++ 


Everett, Pennsylvania—Everett Hospital, Ever- 
ett, Pennsylvania has opened its new annex which 
will be used as an obstetrical unit. 


* 





Santa Rosa, California — County Hospital at 
Santa Rosa, California, has prepared plans for 
the erection of a $90,000 nurses’ home which will 
provide room for seventy nurses including those 
on the regular staff of the hospital and trainees. 
Funds for the construction of the home will be 
provided by the Federal Government. 

Scottsbluff, Nebraska—Sixty days ago the West 
Nebraska Methodist Hospital, of which John R. 
Bucknell is superintendent, launched a campaign 
for $25,000 to complete the fourth floor of their 
six-story building, which would increase the ca- 
pacity by at least fifteen beds and provide addi- 
tional equipment needed. More than $25,000 has 
been received and work will be started im- 
mediately. 
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Equipment Exchange 


Charles Lee, administrator of East Orange General Hos- 
pital, East Orange, New Jersey, looking over some equip- 
ment in the Orange Memorial Hospital being shown by 
F. Stanley Howe, director, and chairman of the Commit- 
tee on Equipment Exchange. This visit also revealed a 
number of surplus radiators which Mr. Lee was able to 
use with new installations in his own hospital. 
Needed 

Complete Laundry Installation of sufficient size to accom- 
modate from two hundred to two-hundred fifty beds. H. A. 
Cross, superintendent, Good Samaritan Hospital, West 
Palm Beach, Florida. 

Steam Autoclave—Second hand, size 20x36. Paul E. 
Loubris, purchasing agent, Waterbury Hospital, Water- 
bury, Connecticut. 

Offered 

Suction Pump—Sorenson; small electric instrument steri- 
lizer; enamel stand with shelf, linoleum covered top; en- 
amel stool; examin?ng equipment for eye work with wall 
chart, table and extension light; large examining chair, 
leather back, adjustable parts; medium size examining 
chair with leather headrest. N. Gertrude Sharpe, super- 
intendent, Springfield Hospital, Springfield, Vermont. 

Universal Motors—Two, used for oxygen tents; two Mi- 
erotome precision knives, Schmid, hand cutting type, meas- 
uring approximately 326 ml. over all length, 43 ml. in width, 
15 ml. thickness of back, and the length of the cutting edge 
of knife is 191 ml.; one old Microtome machine to go with 
the knives. Paul E. Loubris, purchasing agent, Waterbury 


Hospital, Waterbury, Connecticut. 
Food Conveyors—Three; stainless steel, five round com- 


partments for hot vegetables plus one rectangular com- 
partment for meat and a small section next to this for 
gravies and sauces. Lower part has storage space, one- 
half of which has two shelves for butter, cream and trays; 
other half, without shelves, has storage space for foods 
such as pitchers of cream, puddings, and sauces. The three 
conveyors, equipped with folding tray shelves, rubber 
bumpers, and electric attachments for heating units, can 
be bought for $900.00. F. A. Tobin, business manager, 
Menorah Hospital, Kansas City, Missouri. 

Colorimeter, Vim-Sheftel—In excellent condition (orig- 
inal price $32) is being offered for sale by the Batavia 
Hospital, Batavia, New York; Dorothy J. Rourke. 

Water Softener—Waldo-Crane, 14,000 gal. capacity, with 
supply of chemicals. P. M. Pierson, business manager, 
Beckley Hospital, Beckley, West Virginia. 
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Philadelphia, cherished in every American 
heart as the shrine of liberty! Philadelphia; 
whose war industries labor mightily to help 
preserve that liberty! Philadelphia, city of 
homes, of brotherly love, and of scrapple! 


ABLECRART 


(ROSEMARY-BASCO) 


Salutes Quaker City Hospitals that help keep the city hale! 


Not least of the Quaker City’s modern-day distinctions are its 
far-famed medical schools and hospitals. 


Rosemary is proud indeed that so many of the city’s fine hospitals prefer 
TABLECRAFT Cloths, Napkins and Tray-covers. 


Permanently finished by the exclusive Basco process, 
TABLECRAFT retains its attractive appearance—remains lint- 
less and serviceable—through innumerable launderings. 


TABLECRAFT—made right in America—is recommended by 
and distributed through leading Hospital and Linen Supply 
firms from coast to coast. 


A DIVISION OF SIMMONS COMPANY 
"My, U.S. Pat. Off. DEPT. 3-A—40 WORTH ST., NEW YORK 13,N.Y. 
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PARTIAL LIST OF PHILA. 
HOSPITALS WHICH USE 
ROSEMARY NAPERY 


American Stomach 
Anderson 
Chestnut Hill 
Children’s 
Episcopal 
Frankford 

Friends 
Germantown 
Hahnemann 
Jefferson 

Jewish 

Lankenau 
Memorial (Roxboro) 
Methodist 
Misericordia 

Mt. Sinai 
Nazareth 
Northeastern 
Northern Liberties 
Osteopathic 
Pennsylvania 
Presbyterian 

St. Agnes 

St. Joseph’s 

St. Mary's 

St. Vincent's 
Shriners 

Stetson 

Temple University 
University 

Wills 

Woman’s College 





Two New Application Blanks Designed 
To Save Time on Building Priorities 


A time-saving formula has 
been devised by the hospital sec- 
tion, government division, War 
Production Board, for use by 
hospitals in making priority ap- 
plications to build. 

The formula consists of two 
application blanks, known as 
WPB-2814- and WPB-2814.1. The 
information gathered here is 


such as to clear away the pre- 
liminary hurdles to priority rec- 
ognition. Not until these blanks 
have been filled out, submitted 
and approved does the applicant 
make a formal request for priori- 
ties on Form WPB-617, which re- 
quires extensive statistics and 
blueprints. 

The purpose of this routine is 
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“HOLLISTER QUALITY” BIRTH CERTIFICATES 
DUPLEX BIRTH CERTIFICATE FRAMES 
PERFECTED FOOTPRINT OUTFITS 
LONG-REACH SEAL PRESSES 

DISTINCTIVE HOSPITAL STATIONERY 





Send for free booklet 





2 0 0 HOSPITALS have adopted 


our service in whole or in part. Maximum benefits 
have resulted where the complete service is in 
operation. Babies’ footprints and mothers’ 
thumbprints, taken on the certificate, establish 
identity. The official seal of the hospital 

guarantees authenticity as a certificate of birth. 

The duplex frame protects the certificate and assures 
permanent display in the home. 


The story of the Hollister Birth Certificate 


FRANKLIN C. HOLLISTER Company 
538 West Roscoe Street - CHICAGO 








to establish essentiality, includ- 
ing approval by the Bureau of 
the Budget, before the case js 
laid before the War Production 
Board. 

These forms have gone to the 
printer, E. W. Jones announces, 
and will be distributed to re- 
gional offices of the War Produc- 
tion Board, the Federal Works 
Agency and the U. S. Public 
Health Service. 

Information thus assembled 
enables the War Production 
Board to analyze the essentiality 
of any proposed building project. 
What the board gets in summary 
form are the answers to these 
questions: 

1. Is bed ratio in any given 
hospital 4 beds per 1000 for urban 
population and 2 beds per 1000 
of rural population in the area? 

2. Is the average per cent of 
occupancy of hospitals in the 
area over 75 per cent for small 
hospitals (0 to 150 beds) and 85 
to 90 per cent for large hospitals 
(over 150 beds)? 

3. Has the average length of 
stay of patients been reduced to 
the minimum possible? 

4. How many additional beds 
have been or could be added at 
all hospitals in the area without 
construction? 

5. What is the professional and 
service help situation in the ap- 
plicant hospital? 

6. What are the housing prob- 
lems as they effect the need for 
hospitalization? 

7. What about shortages of 
physicians and the impact of this 
on hospitals? 

8. What of the ability of the 
hospital to aid the armed forces 
and civilian hospitals in over- 
coming a serious national short- 
age of graduate nurses? 

“There are many other in- 
tangible factors which only ex- 
perienced hospital and public 
health administrators can judge,” 
says Mr. Jones. “We work very 
closely with the hospital facili- 
ties section of the U. S. Public 
Health Service in exchanging 
facts and ideas.” 
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ARE YOU GETTING 
MAXIMUM “OUTPUT” IN YOUR BUYING? 


You will if you join Hospital Bureau of Standards and Supplies, 
Incorporated. This one step will lighten your burdens, save you 
money and keep you abreast of all governmental actions affecting 
commodities. 


a. A copy of our monthly service bulletin 


ie “Bureau News” is yours for the asking. 
particulars 


™ HOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue ° , . New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 
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New Officers of the State 
Hospital Associations 











South Carolina: President, J. B. Norman, Spar- 
tanburg General Hospital, Spartanburg ; President- 
Elect, Dr. V. P. Patterson, Pryor Hospital, Chester ; 
First Vice-President, Katherine O. Altman, Marion 
Sims Memorial Hospital, Lancaster; Second Vice- 
President, Mrs. Eula B. Lamar, Aiken County Hos- 
pital, Aiken; Third Vice-President, George W. Hol- 
man, York County Hospital, Rock Hill; Secretary- 
Treasurer, R. L. Dougherty, Orthopedic Hospital, 
Columbia; Trustee to 1947, Sister M. Celestine, 
Providence Hospital, Columbia. 





os 
++ 


West Virginia: President, Dr. Dean L. Hosmer, 
Bluefield Sanitarium, Bluefield; President-Elect, 
Dr. A. F. Lawson, General Hospital, Weston; Vice- 
President, E. A. Groves, Kanawha Valley Hospital, 
Charleston; Secretary-Treasurer, Charles E. Vad- 
akin, Fairmont General Hospital, Fairmont; Trus- 
tees for three years, George Strader, St. Luke’s 
Hospital, Bluefield, C. C. Warner, Mountain State 
Hospital, Charleston, and J. Stanley Turk, Ohio 
Valley General Hospital, Wheeling. 
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Florida: President, W. E. Arnold, St. Luke’s Hos- 
pital, Jacksonville; President-Elect, Dr. Charles L. 
Clay, James M. Jackson Memorial Hospital, Miami; 
Secretary, Katharine A. Moyer, Lake Wales Hos- 
pital, Lake Wales; Treasurer, J. H. Holcombe, St. 
Luke’s Hospital, Jacksonville. 

Arkansas: President, John C. Dudley, Baptist 
State Hospital, Little Rock (re-elected) ; President- 
Elect, Ruth Beall, Arkansas Children’s Home and 
Hospital, Little Rock; Vice-President, Mrs. Flor- 
ence Bryan, Sparks Memorial Hospital, Fort Smith ; 
Secretary-Treasurer, Helen Robinson, Little Rock. 
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Georgia: President, Robert J. Guy, Georgia Bap- 
tist Hospital, Atlanta ; President-Elect, Sister Mary 
Cornile, R.S.M., St. Joseph Infirmary, Atlanta; 
Vice-President, Dr. C. L. Ridley, Macon Hospital, 
Macon; Secretary-Treasurer, Jessie M. Candlish, 
Henrietta Egleston Hospital for Children, Atlanta. 
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Mississippi: President, Dr. George E. Adkins, 
Jackson Infirmary, Jackson; Vice-President, Dr. 
W. H. Brandon, Clarksdale; Secretary-Treasurer, 
Grace Golden, Vicksburg. 
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Virginia: President, Stuart G. Aldhizer, Roanoke 
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Hospital, Roanoke; Vice-President, R. T. Stephen- 
son, Johnston Memorial Hospital, Abingdon; Sec- 
retary, M. Haskins Coleman, Jr., Richmond (re- 
elected) ; Treasurer, Kenneth L. Williams, Grundy 
Hospital, Grundy; Trustees, Dr. Lewis E. Jarrett, 
Medical College of Virginia-Hospital Division, Rich- 
mond, Jo Blanton, R.N., Martha Jefferson Hospital 
and Sanitarium of Charlottesville, Ferma E. Hoo- 
ver, R.N., Memorial Hospital of Danville, and Dr, 
Arthur H. Perkins, Riverside Hospital of New- 
port News. 
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Ohio: President, Wilson L. Benfer, Toledo Hos.- 
pital, Toledo; President-Elect, Lee S. Lanpher, 
Lutheran Hospital, Cleveland; First Vice-Presi- 
dent, Agnes C. Hatch, R.N., Chillicothe Hospital, 
Chillicothe; Second Vice-President, Sister Mary 
Aquin, Mercy Hospital, Toledo; Treasurer, Rt. Rev. 
Monsignor Maurice F. Griffin, Cleveland. 
Washington: President, Ethel Soper, Seattle 
General Hospital, Seattle; President-Elect, How- 
ard C. Ries, General Hospital of Everett; Secre- 
tary-Treasurer, John Dare, Virginia Mason Hos- 
pital, Seattle; First Vice-President, Gertrude Linn, 
Memorial Hospital, Sedro Wooley; Second Vice- 
President, Harriet Smith, King County Hospital, 
Seattle; Third Vice-President, Paul Mitten, Long- 
view Memorial Hospital, Longview; Trustees, Mrs. 
Cecile Tracy Spry, General Hospital of Everett; 
Horace Turner, Deaconess Hospital, Spokane; Gor- 
don W. Gilbert, St. Luke’s Hospital, Spokane; Dr. 
Karl H. Van Norman, King County Hospitals, Seat- 
tle; Dr. Burton Brown, Pierce County Hospital, 
Tacoma; A. L. Howarth, Deaconess Hospital, We- 
natchee. 
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Minnesota: President, Rev. L. B. Benson, Beth- 
esda Hospital, St. Paul; First Vice-President, Dina 
Bremness, R.N., Glenwood Community Hospital, 
Glenwood; Second Vice-President, Sister Viola, 
O.S.B., St. Gabriel’s Hospital, Little Falls; Treas- 
urer, Nellie Gorgas, St. Barnabas Hospital, Minne- 
apolis, (re-elected) ; Executive-Secretary, Dr. A. 
F. Branton, Willmar, (re-elected) ; New members 
of Board of Trustees: Sister Anna Bergeland, 
Lutheran Deaconess Home and Maternity Hos- 
pital, Minneapolis, and W. W. Sherman, Itasca 
County Hospital, Grand Rapids. 
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Greater New York: President, John H. Hayes, | 
Lenox Hill Hospital, New York City; First Vice- 
President, Dr. Morris Hinenburg, Jewish Hospi- 
tal, Brooklyn; Second Vice-President, Dr. Fred- 
erick MacCurdy, Commissioner of the New York 
State Department of Mental Hygiene, New York 
City ; Secretary, William B. Seltzer, Bronx Hospi- 
tal, New York City; Treasurer, George F. Holmes, 
Memorial Huspital, New York City. 
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